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Pneumonia 
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-;7HE incidence of pneumonia has remained rel- 

atively constant for the past thirty years. In 
morbidity and mortality it ranks first among the 
acute infectious diseases and continues in third 
place in the list of causes of death. 

In the United States there are approximately 
400,000 to 500,000 cases each year, with about 100,- 
000 deaths. Of these, lobar pneumonia accounts 
for nearly 200,000 cases, with 50,000 deaths, a mor- 
tality rate of about 25 per cent. 

Only a few years ago, physicians generally agreed 
with Osler that lobar pneumonia was a self-limited 
disease which ran a definite course, uninfluenced 
by treatment. Emphasis was placed on physical 
findings in the chest during the course of the dis- 
ease and pathological changes found at autopsy. 
Treatment was an art but certainly not a science. 

The modern approach to the problem came in 
1910, when Neufeld and Handel developed a meth- 
od for typing and classifying pneumococci. Their 
Type I pneumococcus is identical with the Type I 
of more recent classifications. 

In 1911, Cole began his studies at the Rockfeller 
Institute and in collaboration with Dochez and 
Avery, has continued to make many important 
contributions in every field of the battle against 
pneumonia. 

Dochez grouped the pneumococci into four types, 
with sub-types under Type IV. In 1929, Cooper 
and her associates identified 29 types previously 
classified under Type IV. 

According to Reimann, two of these may be du- 
plicates (ie. XXVI and XXX which may be the 
same as VI and XV), leaving thirty definite speci- 
fic types all told. 

Avery has made many notable contributions in 
immunology. 


SPECIFIC SERUM THERAPY 

The early attempts to treat pneumonia with spe- 
cific serum were rather unsatisfactory for several 
reasons. It was expensive; difficult to administer; 
and frequently caused re-actions which were harm- 
ful to the patient and terrifying to the physician. 
In 1924, Felton introduced a refined, concentrated 
serum which has been much more satisfactory. 
Felton’s serum has a potency ten to twenty times 
greater than those formerly used. It is especially 
effective when given early in adequate amounts in 
Types I, V, VII, and VIII. Larger doses are indi- 


cated in Types II, and XIV, which are less respon- 
sive to serum. 

Specific horse serum is also available for Types 
III, IV, and VI, but these have had insufficient 
clinical trial to warrant an opinion as to their true 
value. 

Cecil advocates the administration of from 100,- 
000 to 200,000 units. He reports reactions in about 
7 per cent of his cases. These are overcome by 
injection of adrenalin which should always be kept 
close at hand. The mortality in his series has been 
reduced from 35 to 10 per cent by early adequate 
use of serum. 

Bullowa points out that in his cases the per- 
centage of deaths closely parallels the percentage 
of bacteremia. It is important to give serum early 
in the disease to prevent invasion of the blood 
stream. The leading specialists in serum therapy 
are reporting more striking results every year. Re- 
cently, Cole reported 51, and Blankenhorn 50, con- 
secutive cases of Type I Pneumonia treated early 
with large amounts of serum without fatality or 
complications, in a single case. 

Results such as these are a challenge to every 
physician who treats pneumonia. 

During the past year rabbit serum has been in- 
troduced for all thirty-two types and fewer reac- 
tions are reported from its use. Its value has not 
been definitely proven in clinical trial although re- 
ports on it have been good. 

It is estimated that the types of pneumococci 
for which horse serum is available, and of proven 
value, constitute 200,000 cases annually with at 
least 50,000 deaths. Statistics from many sources 
indicate that the mortality in lobar pneumonia can 
be reduced at least 50 per cent by early adequate 
use of serum. General application of serum ther- 
apy throughout the country should mean a reduc- 
tion of at least 25,000 in the number of annual 
deaths from lobar pneumonia. 


NEWER DIAGNOSTIC AIDS 

The Sabin modification of the Neufeld method 
for typing pneumococci has proven to be of in- 
estimable value. It is in general use in clinical 
laboratories and in the hands of good technicians 
is as accurate as the mouse-innoculation method. 
In many instances, I have received a report from 
the laboratory within thirty to sixty minutes after 
leaving a specimen of sputum for typing. 

The clinical laboratories are well equipped and 
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ready to type pneumococci quickly and accurately. 
They are vitally necessary in making an etiologi- 
cal diagnosis. 

The x-ray has often proven helpful in early di- 
agnosis and in following the progress of the dis- 
ease. My experience with x-ray therapy in lobar 
pneumonia has been limited to one patient who 
was treated on the second day of illness. Four 
hours after treatment she had a crisis which was 
followed by uneventful recovery. 


COMMUNICABILITY OF DISEASE 

Advances in our knowledge of the epidemiology 
of pneumonia have been made in the past few 
years. Gundel and others have shown that types 
I and II pneumcoocci are rarely present in the 
throats of healthy individuals, and type III only 
occasionally, but that the twenty-nine varieties 
grouped under type IV are frequently found. 

This fact should lead to more careful isolation 
of the patients ill with types I, II and III Pneu- 
monia. The same precautions should be taken for 
disinfection and disposal of sputum that are taken 
in typhoid fever. 

Carriers probably play a part in spreading the 
infection, especially during the winter months. 

Pneumococci probably do not change their viru- 
lence. The coccus in the throat of a healthy car- 
rier has the same virulence as that in the lung of 
a patient dying with pneumonia. Cruikshank be- 
lieves that lack of proper hygiene, faulty nutrition 
and meteorologic changes are more important than 
virulence. 

EARLY DIAGNOSIS 

Early diagnosis is essential in lobar pneumonia 
so that in cases where it is indicated, serum ther- 
apy may be promptly started. 

As a rule, the general diagnosis presents few dif- 
ficulties. When a patient in early adult or middle 
life has a chill followed by high temperature, in- 
creased respiration, cough, pleurisy and a leucocyte 
count of from 15,000 to 30,000, the diagnosis of lo- 
bar pneumonia is pretty obvious. Occasionally, 
however, the existence of marked tympanites or of 
abdominal pain referred from diaphragmatic pleu- 
risy may complicate the picture. Here the x-ray is 
often of great value, as the film will frequently 
show early changes that might be missed in rou- 
tine examination of the chest. It is often difficult 
to be sure whether one is dealing with lobar or 
broncho-pneumonia. In a series of twenty-six 
cases observed by Griffith, all of whom later came 
to necropsy, there was an attempt to make a clini- 
cal and x-ray diagnosis of lobar or broncho-pneu- 
monia. The clinical x-ray and post mortem diag- 
nosis agreed in six cases. In the remaining twenty- 
cases, the clinical diagnosis was correct in nine; 
the x-ray in six and neither in five cases. 

In general, one may say that broncho-pneumonia 
is a disease of childhood and of old age. It fre- 
quently occurs as a complication of a severe cold, 
influenza, measles or some other infectious disease 
which has lowered the resistance of the patient to 
a level which permits pneumococci or other bac- 
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teria to invade the lungs. It is often an endogenous 
infection. Rufus Cole has suggested the term 
“atypical” pneumonias for this group rather than 
broncho-pneumonia. This suggestion has been 
adopted by many writers and hospitals. 

As soon as a tentative diagnosis of pneumonia is 
made, sputum is collected in a sterile glass con- 
tainer and sent to a laboratory for typing by the 
Neufeld method. A Gram stain is requested at the 
same time. In cases with upper lobe involvement 
it is advisbale to stain a slide for tubercle bacilli. 

Etiological diagnosis is of the greatest import- 
ance and stress should be laid on bacteriological 
examination rather than on clinical findings. 

TREATMENT 

A patient with pneumonia is an acute medical 
emergency and should be taken to a hospital as 
soon as the diagnosis is made. The responsible rel- 
atives are told of the necessity for laboratory tests, 
and possible need for intravenous and oxygen ther- 
apy. If it is impossible for the patient to go to a 
hospital, special nurses are called into the home. 
Relatives and visitors are excluded from the sick 
room as much as possible, as their anxious solicita- 
tion is often a source of worry to the patient. 
They are advised that although pneumonia is rath- 
er mildly infectious, there is some danger of con- 
tracting the disease; and that the trained nurses 
are more capable of recognizing symptoms as they 
arise. 

Usually, however, the patient is easily persuaded 
to enter a hospital. He is wrapped warmly in blan- 
kets and moved in an ambulance with as little ex- 
ertion, on his part, as possible. In the hospital he 
is placed in a comfortable bed in a quiet, well ven- 
tilated room. Care is taken to avoid drafts. The 
nurses are instructed to observe isolation precau- 
tions. Visitors are excluded. Over-head lights of- 
ten annoy the patient, so only a small well-shaded 
bedside light is used. A shirt or jersey under the 
hospital gown is more comfortable than the padded 
pneumonia jacket. 

A liquid diet consisting of about two quarts of 
fruit punch, to which from one-half to one pound 
of glucose has been added, will usualy prove satis- 
factory to the patient and sufficient for daily cal- 
oric needs. This is modified to suit the individual 
case. Broths, ginger ale and milk help to increase 
the twenty-four hour intake to between three and 
four quarts. 

The laboratory is requested to make a complete 
blood count and routine urinalysis. The nuclear 
index has been helpful in estimating the progno- 
sis in some cases. A white cell and differential 
count are made every forty-eight hours. Blood cul- 
tures should be made every morning in cases with 
bacteremia, and serum therapy or chemotherapy, 
continued until they are negative. If the sputum 
has not previously been sent to the laboratory for 
typing, this is done as soon as it can be collected. In 
some instances, where the patient is unable to 
raise sputum, a sterile swab is passed over the 
pharynx. If there are insufficient pneumococci for 
identification the swab may be placed in blood 
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proth or acitic broth and incubated for from four 
to six hours. 

Specific therapy is begun as soon as possible 
after identification if a potent serum is available 
for that type. The average patient receives about 
80,000 to 100,000 units in the first twelve hours, 
depending on the response to treatment. The pa- 
tient is questioned about allergy to horse emana- 
tions and previous injections of horse serum. The 
ophthalmic test consists of the instillation of one 
drop of a one to ten dilution of serum in normal 
saline into the eye. When marked injection devel- 
ops serum treatment is contra-indicated. The in- 
tradermal test is then made, using the opposite 
arm as a control. If there is no evidence of a wheal 
after thirty minutes, 0.5 c.c. of serum is mixed with 
10 c.c. of normal saline and injected slowly into 
the vein. At least five minutes should be taken for 
this procedure. A one c.c. syringe containing 1 to 
1000 adrenalin should be within easy reach in case 
of reaction. If no reaction develops, 20,000 units 
are given and in another four hours either 20,000 
or 40,000 units more. Within twenty-four hours 
after the initial injection there is usually a sharp 
drop in temperature and pulse rate. If the response 
is not satisfactory, serum treatment is continued. 
In cases of bacteremia, repeated injections at four 
hour intervals will frequently clear the blood 
stream within seventy-two hours. 

A small number of cases have a low white cell 
count. When it is under 10,000, liver extract is 
given intra-muscularly in 5 c.c. doses once or twice 
a day. In my experience it has proven more satis- 
factory than other forms of foreign protein ther- 
apy. 

All forms of chematherapy have been disappoint- 
ing except sulfanilamide which has been very ef- 
fective in five of my cases where streptococci were 
the predominating bacteria. It was used in one 
case with type III pneumonia, with a brilliant re- 
sult. In several cases of type I and II lobar pneu- 
monia, it was used empirically, but seemed in each 
case to depress the patient, so it was discontinued. 


SUPPORTIVE MEASURES 

In addition to specific treatment, there are a 
number of supportive measures which are neces- 
sary at times. When the respiratory rate is above 
36 per minute, the pulse rate above 120, or delirium 
develops, the patient is placed under an oxygen 
tent. Although there is considerable difference of 
opinion about the indications for oxygen, I believe 
that it is often a life-saving measure, and use it in 
about 60 per cent of my cases. When a tent is 
not available, it is administered by nasal catheter. 
Anoxaemia will usually respond to oxygen. For 
toxaemia, glucose in normal saline is given in- 
travenously every six or eight hours. One-half liter 
of 5 per cent solution is used. 

Fever is merely a sign of bodily resistance and is 
not treated unless it rises above 10242, then a warm 
sponge bath and phenacetin in small doses are 
helpful. 

Cough is usually controlled by codeine in some 
simple elixir. Syrups often produce nausea. 
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Restlessness may be relieved by a hypodermic of 
4 grain of pantopan. The barbital group have not 
been very satisfactory and bromides are more ef- 
fective for restlessness and insomnia. 

Abdominal distention is a serious matter and 
should be treated by stupes and in severe cases by 
enemas, colon tube or small doses of pituitrin. 

Pleurisy is relieved by codeine and a binder. Al- 
though mustard plasters are considered obsolete, I 
still use them, as many patients have stated that 
they gave relief. Care should be taken to avoid 
blistering the skin. 

Circulatory collapse which is accompanied by ex- 
cessive sweating, a rapid thready pulse and other 
signs of shock, is rarely due to myocardial failure. 
It is due to peripheral vascular failure. Digitalis, 
therefore, is seldom indicated unless there is auri- 
cular fibrillation. A number of excellent reviews on 
the use of digitalis show that it is harmful in the 
majority of cases. Caffeine sodium benzoate is a 
better drug. Small doses of adrenalin, 3 or 4 min- 
ims, or ephedrine sometimes help if repeated at 
thirty minute intervals for two or three hours. 

It is well to remember that while active inter- 
vention saves many lives in pneumonia, it is also 
important not to over treat the patient. Rest and 
quiet are essential and too frequent chest examina- 
tions are disturbing to rest. They should be made 
once a day. The general appearance and charac- 
ter of the pulse rate, together with the nurses’ rec- 
ord suffice for the other visits, unless the patient 
is extremely ill. 

COMMENT 

The successful use of sulfanilamide in strepto- 
coccal infections makes us hopeful that some form 
of chemotherapy will be developed that will be 
equally effective in combating pneumonia. Until 
then, it is necessary to use the weapons we have. 
Serum therapy is a potent aid in fighting the dead- 
liest types of pneumonia. Its chief drawback is the 
cost, which at present is $75.00 per 100,000 units. 
Several states are furnishing serum at cost and I 
feel that this is a movement that should be heartily 
encouraged. An educational campaign for physi- 
cians and laymen should popularize serum therapy 
so that its use will become general. It is the only 
way in which to reduce the mortality of this devas- 
tating disease. 


First National Bank Bide. 





An amusing contretemps occurred between 
Thomas G. Morton, of Philadelphia, and Sir Frede- 
rick Treves, of London, as to who deserved the 
credit for priority in operating for appendicitis. 
Morton claimed that he was the first to operate 
purposively and that the procedure should be 
called Morton’s operation. Sir Frederick, with gen- 
tle irony, replied that his tardiness in making 
known his own operation, performed a few monhs 
earlier, should be excused. seeing that he lived “in 
a remote island (Great Britain).” Neither, how- 
ever, is entitled to credit for priority, if such a 
thing were important for in July, 1883, F. A. Ma- 
homed, of London, advised operation in a case of 
appendicitis and worked out the steps of the opera- 
tion, which was performed by Charters J. Symonds. 
—Shattuck Lecture N. E. J. Med. Vol. 219, No. 16 
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Functional Hypoglycemia 


J. TRAVIS BENNETT, M.D. 
El Paso, Texas 


INCE Harris’ reported in 1924 the first case of 

hyperinsulinism showing signs of insulin over- 
dosage and demonstrated the symptoms to be due 
to a lowered blood sugar, a number of reports deal- 
ing with this subject have appeared in the litera- 
ture. Josephs’ in 1926 was the first to report a 
somewhat similar condition in children afflicted 
with recurrent vomiting. Since the report of Jos- 
ephs there have been comparatively few reports in 
the pediatric literature until the recent ones of 
Rector and Jennings’, Hartmann and Jaudon*, 
Hartmann’. 

I have chosen the term “functional hypoglyce- 
mia” arbitrarily, since it is by no means certain 
that every individual exhibiting a low blood sugar 
should be considered a case of “hyperinsulinism.” 
Harris* considers all cases of hypoglycemia as cases 
of hyperinsulinism. But as Hartmann‘ has pointed 
out, hypoglycemia is characterized by symptoms 
referable to a lack of dextrose in the central ner- 
vous system; whereas the administration of insulin 
in large amounts does not produce these symptoms 
when the insulin is given with a sufficient amount 
of dextrose. 

SYMPTOMS 

According to reports in the literature, symptom- 
atology of hypoglycemia has been varied and at 
times bizarre. General symptoms include faintness, 
sweating, weakness, restlessness, prostration, stu- 
por, coma. Gastro-intestinal symptoms, which to- 
gether with convulsions are to be found in chil- 
dren especially, include hunger, vomiting and nau- 
sea. and abdominal pain. Symptoms referable to 
the central nervous system’ are varied and include 
dizziness, behaviour changes, amnesia, headache, 
hysteria, fixed stare, inability to speak, emotional 
outbursts, and epileptiform convulsions. The symp- 
toms in many cases have been so mild and indef- 
inite that there has been danger of the true state 
of affairs being unrecognized with the patient la- 
belled as neurotic, hysterical or epileptic. One pair 
of investigators* have estimated that there are more 
individuals exhibiting hypo- than hyperglycemia. 
One should be especially suspicious of attacks that 
occur after exercise or several hours after the in- 
gestian of food, particularly before breakfast. 


CRITERIA 

Most authorities seem agreed that a blood sugar 
level of 80 to 100 mgm. per cent of blood is a nor- 
mal range, and that a reading below 80 mgm. per 
cent for blood sugar is in the hypoglycemic range. 
However, it seems to be an individual variation as 
to whether a lowered blood sugar will produce 
symptoms in any given individual. Martin and 
Hellmuth’ have remarked that “many individuals 
become accustomed to or do not react to a lowered 
blood sugar that would produce symptoms in oth- 
ers.” These observers reported a series of 404 pa- 
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tients with hypoglycemia, 286 of whom had no 
symptoms suggestive of hypoglycemia. 


CLASSIFICATION 

The classification I have used is based on that 
of Wauchope”. 

I True hyperinsulinism (insulin excess). 

1. Physiologic hyperactivity of islet cells (stim- 
ulated by excess carbohydrate intake). 

2. Islet hypertrophy or hyperplasia. 

3. Tumor—rare in children—1 case only. 

4. Insulin administration. 

II Relative hyperinsulinism. 

1. Lack of dextrose precursor substances, due to 

a. Diminished absorption from the gastro-in- 
testinal tract due to starvation or loss because of 
vomiting, diarrhea or fistula with and without in- 
fection. 

b. Liver abnormalities, resulting in decreased 
glycogen stores or faulty mobilization. 

2. Lack of opposing secretions or breakdown of 
regulatory mechanism. 

a. Endocrine imbalance: adrenal and pituitary 
insufficiency. 

b. Normal newborn or premature infant. 

c. Intracranial injury. 

d. Moribund state. 

III. Renal glycosuria. 

Normal threshold 200 to 220 mgm. /100 c.c. 

IV’ Cryptogenic. 

The two important groups that are met with in 
dealing with children are (1) those showing physi- 
ologic hyperactivity of the islet cells, and (2) those 
individuals showing lack of opposing secretions or 
breakdown of regulatory mechanism. It is inter- 
esting to note that newborn infants normally show 
considerable hypoglycemia for the first few days of 
life. Infants born of diabetic mothers may show 
astoundingly rapid drops in the blood sugar, so 
severe, in fact, as to develop fatal symptoms with- 
in a short time. However, after 3 to 4 days of 
treatment their carbohydrate regulatory mechan- 
ism becomes adjusted, but it is most imperative 
that they have constant and expert care. 

CASE REPORTS 


(1) D. G., a boy of 5 years, seen 7/19/37 with 
complaints of infrequent attacks for past 18 months 
of sudden stiffness of the body accompanied by 
sharp, frightened cry lasting 2 or 3 seconds and 
followed by abdominal pain. Attacks occur on aris- 
ing or immediately after breakfast. There had 
been no loss of consciousness nor symptoms sug- 
gestive of convulsions. Worm treatment had giv- 
en no benefit. He had had frequent attacks of ton- 
sillitis and occasional gastro-intestinal upsets as- 
sociated with vomiting, abdominal pain and foul 
loose stools. He had done better on a fat-free diet. 

Wt. 38% lbs., Ht. 4114 in., Id. 39 Ibs. Patient was 
a slender, active, well-nourished boy alert to sur- 
roundings. There was a moderate amount of cer- 
vical adenitis. Tonsils moderate in size. Heart, 
lungs, and abdomen negative. Stool and urine, 
negative. Fasting blood sugar 68 mgm. /100 c.c. 

He was placed on low fat diet with interval feed- 
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ings of carbohydrate, especially fruit juice and 
candy. During 1 month he had one attack, then 
he was placed on a mild ketogenic diet. He de- 
veloped more frequent and more severe attacks. He 
was then given frequent small meals with the car- 
bohydrate mostly in the form of vegetable. He 
has gained weight and has had no further attacks. 

(2) C.M. Agirl of 3% yrs., seen 8/9/37. 

One uncle had died of diabetes mellitus. 

She had been a difficult feeder during infancy; 
milk and egg had disagreed and had been given in 
small amounts. She had been fed much solid food 
(e.g. raw fruits) and but little meat, especially 
after 1 year. There had been poor dietary supervi- 
sion, but her development had been normal. _ 

About 1 month prior to her first visit she had 
had a facial cut sutured under chloroform anes- 
thesia. Two days later “spells” began which be- 
came more frequent and more severe. At first 
these attacks occurred daily and consisted of a 
glassy stare lasting 1 minute, but they gradually 
developed into generalized convulsions lasting 15 
minutes and occurring as often as every 15 minutes 
both day and night, but without complete loss of 
consciousness. Abdominal pain and pain in the 
left leg had followed each attack. There had been 
no mental change. She had received thyroid and 
pituitary extract and luminal without benefit. 

Wt. 29 Ibs., Ht. 36 in., Id. 30. Fairly well devel- 
oped child of normal mentality for her age. Teeth 
are eroded decaying shells. No G. G. E. Examina- 
tion of heart reveals a functional cardiac murmur. 
Knee jerks obtained with reinforcement. Several 
generalized convulsions occurred during the visit 
and consisted of generalized tonic and clonic 
spasms of all muscles lasting a few seconds and 
without loss of consciousness. Knee jerks were ex- 
aggerated after an attack. Thbcln. 1-1000 Neg. 
Blood sugar 67 mgm. /100 c.c. P. 5.2 mgm. /100 
c.c. Ca. 9 mgm. /100 c.c. Kahn & Eagle tests Neg. 
Stool—acholic, neg. for parasites. 

Mild ketogenic diet. Use Luminal if necessary. 

Report—Attacks ceased after 2 days, no abdom- 
inal pain. Luminal discontinued after 4 days. Has 
been perfectly well. 

(3) J.D.S. A boy of 8 yrs., seen 7/30/37. 

He had always been well and had developed nor- 
mally. He had had pyuria and acute appendicitis 
December, 1936, followed by appendectomy. In 
April, 1937 he began to suffer frequent attacks of 
“passing out” before meals; he would become pale 
and pulseless but improved after a rest. Appetite 
had been poor, except for a craving for sugar, and 
there had been no gain in weight. Pyuria recurred 
in April, 1937, cleared up in 1 week. 

Wt. 55 lbs., Ht. 51 in., Id. 61 Ibs. Bp. 90/60. Pulse 
80. Slender, very energetic boy of 8 yrs. Reflexes 
hyperactive. Otherwise entirely negative. Urine— 
showed orthostatic albuminuria. Stool—undigested 
vegetable fibers and Endolimax amoebae. Blood— 
WBC. 7600. RBC. 4400000. Hb. 83%. PMN. 42%. 
Lymph. 50%. Mono. 2%. Eosin. 6%. Glucose tol- 
erance—Fasting 77 mgm./100 c.c. 30 min. 91 mgm. 

‘100 c.c. 1 hr. 80 mgm. /100 c.c. 2 hr. 63 mgm. /100 
c.c. Tbheln. 1-1000 Neg. B.M.A. Plus 3. 

He was given anti-parasitic treatment and put 
on a mild ketogenic diet with interval feedings. He 
did well for 1 month, gained 2 lbs., had a good ap- 
petite; then he seemed to lose ground and become 
pale. He was changed to a high carbohydrate diet 
of over 2000 Cal with interval feedings of carbohy- 
drates. Since this change he has remained perfect- 
ly well without symptoms. 





Although further studies have not been made, I 
feel that the two boys are examples of physiologic 
hyperactivity of the islet cells. In the case of the 
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girl, the history of the chloroform anesthesia 2 
days prior to the onset of her attacks certainly 
suggests the possibility of liver damage resulting 
in a- decreased glycogen storage or faulty mobiliza- 
tion of glycogen. 
DIAGNOSIS 

The diagnosis of this condition may be difficult 
in some cases, but usually there is present a suspi- 
cious symptom or sign or a lead in the past history. 
There is no typical pattern of symptoms that gives 
a diagnostic picture because the symptomatology is 
so extremely varied. However, the occurrence of 
the symptoms mentioned in a child several hours 
after the ingestion of food or before breakfast or 
after exercise should justify suspicion. Final diag- 
nosis depends upon the finding of a blood sugar be- 
low 70 mgm. /100 c.c. and disappearance of symp- 
toms after the administration of glucose. In pa- 
tients exhibiting such a serious symptom as a con- 
vulsion, other conditions may have to be ruled out, 
i.e., onset of acute infection, chorea, tetany, syphi- 
lis, and the intra-cerebral conditions of cerebral 
defects, brian tumor, birth injury, and meningitis 
or poliomyelitis. The use of appropriate examina- 
tions together with a consideration of the history 
should enable one to arrive at the correct diagno- 
sis. It should be remembered that hypoglycemia. in 
children may accompany or follow acute infections 
or birth injury. 

TREATMENT 

In regard to treatment, much depends upon the 
nature of the case. I have had more success with a 
high carbohydrate diet using small frequent meals 
as advocated by Harris and by Rector & Jennings. 
Others have advocated a mild ketogenic diet the 
object being not to stimulate the islet tissue to hy- 
peractivity by overfeeding with carbohydrate. Such 
a diet depresses the carbohydrate tolerance and in- 
creases the hyperglycemia. Either type of treat- 
ment may be tried. The acute manifestations of 
hypoglycemia (convulsions or coma) may be treat- 
ed by parenteral administration of glucose or by 
the use of adrenalin. If the hypoglycemia is due to 
liver abnormality, the use of adrenalin may be in- 
effectual. 


PROGNOSIS 

Since interest in hypoglycemia and data on it 
are so recent, prognosis in any given case must 
necessarily be guarded. We have had insufficient 
time up to the present to learn what the ultimate 
fate of these individuals is. In this connection it 
is well to remember that an unstable carbohydrate 
regulatory mechanism may be an early sign of di- 
abetes. Therefore we realize the necessity of ob- 
serving these individuals. These individuals de- 
serve careful observation in order to detect early 
diabetes. It is also important to remember the 
need for watchfulness over and possible vigorous 
treatment of an infant born of a diabetic mother. 





Roberts-Banner Bldg. 
BIBLIOGRAPHY 
1. Harris, Seale, Jour. Am. Med. Assoc., 83:729 (Sept. 6) 
1924. 
2. Josephs, Hugh. Am. Jour. Dis. Child., 31:169 (Feb.) 1926 





474 


3. Rector, John Mott & Jennings. Robt. E. Am. Jour. Dis. 
of Child., 53:1012 (April) 1937. 

4. Hartmann, A. F. & Jaudon, Joseph C. Journ. of Ped., 11:1 
(July) 1937. 

5. Hartmann, A. F. Journ. of Iowa State Med. Soc., 28:1-3 
(Jan.) 1938. 

6. Harris, Seale. Ann. Int. Med., 7: 1084,1934. 


SOUTHWESTERN MEDICINE 


December, 1938 


ou Wm. R. New Eng. Journ. of Med. 209: 715 (Oct. 
8. Sippe, C. & Bostwick, J. Med. Journ. of Australia, 207: 
(Feb. 18) 1933. 

9. Martin, Lay & Hellmuth, Geo. Am. Journ. of Digestive 
Dis. Nutrition, 4:579 (Nov.) 1937. 

10. Wauchope, G. M. Quart. Journ. of Med., 2:117, 1933. 





Bronchiectasis in General Practice and the Specialties 


JOHN CHAPMAN, M. D. 
and 
H. M. ANDERSON, M. D. 
Sanatorium, Texas 


HRONIC bronchiectasis is a disease entity, the 

importance of which is only now beginning to 
be appreciated. It is only a little over a hundred 
years since Laennec described it, not much over 
twenty-five since Sir William Osler stated that it 
was a diagnosis that could rarely be made ante- 
mortem, and only fifteen years since Sicard and 
Forestier perfected an opaque oil that could be in- 
jected into the bronchi.* 


Far from being a pathological curiosity, bron- 
chiectasis is a condition that one may encounter 
in any general practice. The incidence of the 
disease in the general population is a matter of 
guess-work, but Ochsner maintains that it is the 
most, of chronic respiratory diseases”, and Hed- 
blom’ thought it was about as common as tubercu- 
losis’. A member of the traveling tuberculosis clinic 
of the Texas State Health Department has given it 
as his impression that bronchiectasis is almost as 
common as pulmonary tuberculosis”. The disease 
seems to be about equally distributed among males 
and females in other reports, though we have found 
a slight preponderance of females. As it is discov- 
ered, the disease is found to be about equally dis- 
tributed among the decades, but careful anamne- 
sis indicates that most cases begin in the first and 
second decades of life, with the onset rate dimin- 
ishing rapidly into old age. No figures on racial or 
geographical incidence are available, but it would 
seem reasonable to expect a higher incidence of 
lower respiratory infections. One author has stat- 
ed that the disease is rather more prevalent among 
the poorer classes‘, but the figures are so limited 
that one hesitates to draw any conclusion from 
them. 

ETIOLOGY 

The etiology of the disease is a matter of discus- 
sion. Smith” holds out for a specific infection pro- 
duced by several organisms living symbolically, but 
Greey’ has not been able to verify his findings. The 
Jacksons” believe stagnation of secretions to be an 
important phase in the development of bronchi- 
ectasis, while Amberson contends’ that a function- 
al alteration in the bronchi is the basic pathologi- 
cal feature. It was once thought that most cases 
are congenital in origin, but the weight of author- 
ity now seems to be largely against this view. 
Atalectasis, the causation of which cannot be ex- 
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plained, plays an important role in bronchiectasis, 
particularly of children‘“. The general trend of 
opinion seems to be to regard the etiology as mani- 
fold and to consider bronchiectasis as being char- 
acteristically a disease sequel of pulmonary infec- 
tions, such as pneumonia, empyema, abscess, tra- 
cheo-bronchitis, or influenza, while another group 
of cases stem apparently from severe and prolong- 
ed sinus disease. 
PATHOLOGY 
It is thought that the first pathological change 
is an inflammation of the bronchial mucosa of suf- 
ficient severity to produce ulceration of the epi- 
thelium. If the infection is more severe, ulceration 
may extend into the submucosa, the muscularis, 
and even the cartilage. After this ulceration re- 
generation takes place with epithelial metaplasia 
and loss of cilia, fibrous tissue peribronchially, and 
the development of angiomatous capillaries in the 
granulation replacement’**. The result is a par- 
tially rigid tube which has lost both its ciliary and 
peristaltic function'*. Secretions stagnate as a re- 
sult” while the effect of normal respiration is to 
produce a rapidly varying intrabronchial pressure 
which the inelastic tubes are unable to withstand 
and which leads to characteristic dilatations”. 
SYMPTOMS 
Symptoms are such as might be expected from 
a chronic suppurative disease of the lung. The pa- 
tient appears chronically ill, has clubbed fingers, is 
dyspneic (especially on exertion), coughs and ex- 
pectorates (notably when he resumes the recum- 
bent position), runs a little fever at intervals, loses 
weight and strength, and suffers from general loss 
of tone. Hemoptysis is about as common as in tu- 
berculosis and varies similarly in amount* “”. Spu- 
tum is not necessarily foul, being more often not 
in moderate cases, nor is three-layered sputum a 
significant finding. Warner regards a “chunky” 
sputum as fairly characteristic, but we have found 
that not to be the case in patients who have sac- 
culations or abscess formation. The quantity of 
sputum varies from none at all—in the “dry” cases 
—to very large amounts. In our series, the average 
has been not over five ounces and the most fre- 
quent amount has been from one to two ounces in 
twenty-four hours. Vital capacity is definitely re- 
duced, depending, of course, on the character and 
extent of the dilatations. 
DIAGNOSIS 
The diagnosis depends upon the history of pro- 
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longed expectoration, possible hemotysis, shortness 
of breath, sometimes pleural pain, and general ill- 
health which may have started in childhood or 
adolescence. In some cases patients date their 
chest condition from an attack of pneumonia or 
“flu” or “chest cold”; in others the story is one of 
severe and prolonged sinus trouble with repeated 
attacks of bronchitis. 

Physical findings are variable and consist usual- 
ly of slight impairment of percussion note in the 
bases posteriorly, roughening or impairment of 
breath sounds in the same region, and, most signif- 
icantly in our cases, medium-sized moist, post- 
tussive rales. It is said that in some cases one may 
encounter bronchial or cavernous sounds, overly- 
ing a large empty sac. 

The usual radiogram, which should be made in 
all cases before attempting bronchography, is of 
little value in the direct diagnosis” ”, though very 
useful in ruling out other diseases. One writer de- 
scribed fuzzy, filamentous markings along the bor- 


der of the heart as being characteristic®, while. 


others have mentioned hard, wiry-looking basal 
shadows. In fairly advanced cases with pneumoni- 
tis one finds a heavy, mottled infiltration which is 
difficult to distinguish from basal tuberculosis. 

The differential diagnosis is difficult and tedious 
in many instances, but it should be made most 
carefully before undertaking bronchography, the 
final step in direct diagnosis. Chronic pulmonary 
tuberculosis is the most important disease to be 
excluded’. Its predilection for the uppers in con- 
trast to the lower lobe preponderance of bronchi- 
ectasis is of some service. The x-ray and physical 
examinations should be painstaking and thorough, 
and should always be confirmed by repeated spu- 
tum tests, including concentration. When avail- 
able culture or guinea-pig inoculation should sup- 
plement these. Other diseases of the lung which 
may cause difficulty are abscess, primary or sec- 
ondary malignancy, the various fungus diseases 
and the pneumoconioses. However, any of these 
may be injected without the unfortunate effects 
that might follow injection of iodized oil into areas 
of active tuberculosis. 

The final diagnosis depends upon the injection 
of iodized oil into the bronchial tree followed by 
x-ray study. It is also, we believe, of some advan- 
tage to make a fluoroscopic study preliminary to 
the plate, since one can thus secure a three-dimen- 
sional view and may be able to observe bronchial 
movements in relation to respiratory excursion. 
Though we believe that the differential diagnosis 
and the injection fall properly within the field of 
specialty, it is our belief that the general practi- 
tioner and the specialist in other fields will be able 
to arrive at very accurate probabilities from care- 
ful history and physical examination, and may, by 
keeping in mind the possibility of bronchiectasis, 
avoid a number of accidents. 

The internist must follow closely his cases of 
pneumonia and bronchitis, including those bron- 
chitides associated with specific infectious diseases. 
If a patients convalescence from pneumonia is de- 
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layed, once abscess and empyema have been ex- 
cluded, the suspicion should turn naturally and 
immediately to bronchiectasis or tuberculosis. Like- 
wise-in the case of other lower respiratory disor- 
ders, a delayed recovery should lead to investiga- 
tion of the same possibilities. On the other hand, 
a bronchiectasis patient in one of his acute epi- 
sodes of lower respiratory infection may give a 
clinical picture closely resembling that of a bron- 
cho-pneumonia. The patient appears acutely ill, 
is dyspneic, perhaps cyanotic, has a high tempera- 
ture, and a rapid pulse. In the bases posteriorly 
one finds moist rales and perhaps impairment of 
the percussion note. The picture is a most con- 
fusing one, but the presence of clubbed fingers, 
purulence of sputum from the onset, plus a history 
of similar repeated attacks should be of help. The 
outlook for such a patient’s immediate recovery is 
usually fairly good. We have recently encountered 
a woman who had been diagnosed as having bron- 
cho-pneumonia seven different times, and many 
patients state they have had pneumonia two or 
three times. 
BRONCHIECTASIS IN CHILDREN 

It particularly behooves the pediatrician to be 
on the alert for the discovery of bronchiectasis, 
since the disease begins so very frequently in child- 
hood and since conservative measures if they are 
to be successful, must be instituted early in the on- 
set of disease. There is particular likelihood of 
bronchiectasis after the broncho-pneumonias as- 
sociated with acute exanathems, and according to 
Guibal®, the occurrence of bronchiectasis in an 
acute form after whooping cough is very frequent. 
Pneumonias and lower respiratory diseases in gen- 
eral must be closely watched. The pediatrician may 
also well consider bronchiectasis in the differential 
in the case of the weak, sickly, undernourished, and 
anemic child. Blair quotes an opinion’ that bron- 
chiectasis is common among badly nourished syphi- 
litic and rachitic children, while McLaurin” states 
that he has found evidence of decreased carbohy- 
drate tolerance in children with bronchiectasis. 

BRONCHIECTASIS AS A COMPLICATION 

Bronchiectasis is a frequent sequel or complica- 
tion of pulmonary abscess, whether of childhood 
or adulthood. Warner” found 12% of his cases 
giving such a history, and we have recently seen a 
case so characteristic as to be worth mentioning. 
An elderly man, after having an acute abscess 
which eventually evacuated itself under postural 
drainage and medical care, continued to raise a 
purulent sputum and to remain in so poor a gen- 
eral condition that his physician suspected tuber- 
culosis and sent him to the sanatorium. His plate 
was clear except for moderately increased mark- 
ings in the area of the abscess, his sputum ranged 
around 1-2 ounces daily, and was consistently neg- 
ative for tubercle bacilli, and his physical examina- 
tion was negative excep. for a little roughening in 
the midlung field opposite the 6th to 8th vertebra. 
After we felt that tuberculosis had been properly 
excluded we injected him and found two small 
sacculations about the size of cherries in the mid- 
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dle of his left lung. Proximal to them the bronchi 
were moderately dilated, while elsewhere the tree 
appeared perfectly normal. 

Empyema may also eventuate in bronchiectasis 
and should be watched for evidence of the disease 
for some years after re-expansion of the lung. One 
author goes so far as to regard the traction of 
dense adhesions such as might follow empyema as 
the principal cause of bronchiectasis”. 

The patient with chronic sinusitis is perhaps the 
one who deserves the closest observation. As if he 
were not miserable enough, he is confronted with 
the constant possibility of bronchiectasis. 41% of 
Warner’s cases gave a history of insidious onset, a 
figure that certainly includes a good many of the 
sinus group. Farrell states that only 29 of 100 cases 
showed slight to no involvement of the paranasal 
sinuses. 

SURGICAL ASPECTS 

Surgeons may well concern themselves with the 
subject of bronchiectasis. As operative risks the 
patients are poor, chiefly with respect to anesthesia 
but also because amyloid disease is a fairly com- 
mon complication in cases of long duration. If the 
disease has not been suspected prior to operation 
there is plenty of opportunity for post-operative 
accidents such as pneumonia and abscess. Possibly 
some of such cases in the past have occurred in pa- 
tients with mild bronchiectasis whose disease flared 
up under the irritation of ether anesthesia. One 
patient recently seen gave a history of perfect 
health until an appendectomy when she was six- 
teen years old. She claims that she took the an- 
esthetic with difficulty and required a very large 
amount of ether. Following operation she had no 
elevation of temperature, but within a few days 
began to spit blood. Her course since that time to 
the present, when she shows one whole base full of 
sacculations, has been that of chronic bronchiec- 
tasis. What seems likely is that she may have had 
a mild or dry case in the beginning which under- 
went a marked exacerbation as a result of the 
ether anesthesia. Conversely there is need to warn 
the surgeons to follow carefully their cases of post- 
operative pneumonia and abscess, since these are 
quite frequently followed by the disease”. 

Of particular importance is the exclusion of 
chest diseases in children about to undergo tonsil- 
ectomy under general anesthesia. Since there is 
undoubtedly an intimate connection between upper 
and lower respiratory tracts”, and since tonsilec- 
tomies are frequently performed for general indi- 
cations, such as malaise, fatigue, weakness, and 
rheumatism (a common event in bronchiectasis, by 
the way), the surgeon should take particular care 
to exclude the possibility of bronchiectasis. 

Obstetricians are confronted with difficult prob- 
lems when they undertake the care of a patient 
with bronchiectasis. If possible they should have 
throughout pregnancy the advice of a skilled in- 
ternist. These women are rum-down, they are 
threatened with amyloid disease, they have a mark- 
edly diminished vital capacity which is further ag- 
gravated by elevation of diaphragms in the third 
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trimester. This elevation, which may perhaps ex- 
ert some beneficial influence in tuberculosis, is dis- 
tinctly harmful in bronchiectasis since it obstructs 
drainage, the thing of first importance in the dis- 
ease’. It is our belief that depending on the wom- 
an’s general condition, her vital capacity, the 
amount of her sputum, and the degree and num- 
ber of dilatations, she may present as emphatic in- 
dication for interruption of pregnancy as a tuber- 
culous patient. Should such a patient continue 
pregnancy at all hazards—which include multiple 
lung abscesses, brain abscess, and kidney failure— 
she should be under the most careful supervision. 
If she survives the pregnancy, such a patient might 
be considered a fit subject for sterilization since 
her disease is characteristically progressive and 
since short of radical surgery there is no cure 
for it. 

With regard to anesthesia in bronchiectasis, 
there is very little in the literature and what we 
offer is from theoretical grounds only. Ether and 
perhaps any other anesthetic excreted by the lungs 
and known to be irritating to the bronchi are con- 
traindicated. Nitrous oxide is unsatisfactory on ac- 
count of the low oxygen tension compatible with 
anesthesia. Ethylene might be a little better, but 
the oxygen ratio would still be at the border of 
danger. For chest surgery cyclopropane seems to 
be the anesthetic of choice, and it might be consid- 
ered satisfactory on theoretical grounds for other 
surgical procedures in bronchiectasis patients. In 
every case where possible, we should consider local 
as best adapted to their condition. Spinal in skilled 
hands would be good. provided the operation and 
anesthesia were low, since im such patients inter- 
ference by a high spinal with the intercostal mus- 
cles might produce severe asphyxia. 

CONCLUSIONS 

1. Bronchiectasis is a fairly common chronic 
respiratory disease. 

2. Its recognition by the general man or the 
specialist from history, physical examination, and 
radiograms is possible, but the final diagnosis de- 
pends on the bronchogram which should be done 
by an expert. 

3. The best treatment is prevention and the 
next best is early recognition. Such opportunities 
fall in the domain of general practitioners and spe- 
cialists in other fields than those of the lung. 

4. The relation of bronchiectasis to pregnancy 
has been mentioned. 

5. A short theoretical discussion of anesthesia 
in bronchiectasis is offered. 

6. The differential diagnosis between broncho- 
pneumonia and acute episodes of bronchiectasis is 
stressed. 
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Premature Separation of the Placenta with Utero-Placental 
Apoplexy 


GEO. O. BASSETT 
Prescott, Ariz. 


HIS condition variously known as Abruptio 

placenta or Ablatio placenta is recognized as 
one of the most serious complications of pregnancy. 
It is distinctive from placenta praevia in one con- 
stant clinical symptom, the early appearance and 
persistance of pain. 

Although statistics from various investigators 
place the incident in pregnancy as about one in 
750 cases, it is probable that it is much higher as 
these figures give consideration only to those 
serious cases recorded on hospital services. Inas- 
much as a majority of deliveries still occur in the 
home and death from hemorrhage is far from un- 
known, it would not be surprising to find that the 
actual figures were double that usually given. Add 
to these cases those mild degree separations that 
are seldom noted through neglect to examine the 
placenta carefully and we find it ranking with the 
toxemias of pregnancy in frequency. 


In its milder form it may pass unrecognized as 
shown by the investigations of De Lorier, Portes, 
Williams and others. In examination of thousands 
of placentaes they demonstrated, by the presence 
of organized infarcts and old firm clots, that a 
slight degree of separation occurred with consider- 
able frequency. 

If we consider the condition as primarily a hem- 
orrhagic separation of the placenta, and it is not 
altogether established that this is the sole process, 
it is obvious that it may be either partial or com- 
plete, its seriousness depending upon the extent of 
the hemorrhage. The bleeding may result in a 
hematoma that is concealed within the uterus en- 
tirely, shock being the first indication of the acci- 
dent. Usually the blood dissects its way downward 
and appears externally coincident with the appear- 
ance of pain. As pointed out by De Lee the blood 
escaping under the decidua basalis may pass by 
any one of four routes, and only after it has dis- 
sected up the membranes to the external os is it 
apparent as external bleeding. It is evident then 
that the slight extent of external bleeding gives 
little indication of seriousness of the picture, 
only the clinical picture is of help. 

The continuance of the bleeding in these cases 
has been stated as due to the mechanical factor of 


the presence of the foetus preventing the contrac- 
tion of the uterus, little stress being placed on the 
fact that the infiltrating blood may so fragment 
the muscle that its contractility is greatly lessened 
or destroyed. 


The cause of premature separation of the nor- 
mally implanted placenta has not been demonstrat- 
ed conclusively. It is probable that there are many 
causes. Traumatism, shortness of the cord, endo- 
metritis, toxemias of pregnancy, toxic nephritis and 
essential hypertension have been mentioned. In 
the more serious cases where hemorrhagic areas 
are found in the fundus and adjacent tissues it 
would appear that we are here dealing with a tox- 
emic process that affects the blood vessels. Fuliy 
50% of the more serious cases show clinical evi- 
dence of some toxemia, yet a fair percentage show 
none. De Lorier in his review of the cases on his 
service at Port Royal and Boucicant from 1924-35, 
basing his studies on the blood pressure increase as 
an index of toxemia, was forced to admit that a 
percentage of these cases did not show an abnormal 
increase in pressure, or other indication of toxemia. 
De Lee as early as 1901 called attention to the hem- 
ophilic nature of some of his cases. Other authors 
have credited this condition to an essential hyper- 
tension. Bartholemew believes that red infarction 
precedes the toxemia, and that the toxic substanc- 
es histamine and guanidin are the result of hemor- 
rhagic degeneration of the placenta. Yet Hofbauer 
was able to produce experimentally in pregnant 
animals lesions similar to ablation placenta in hu- 
mans by injection of histamine. 


Much interest has been shown in the pathology 
of this condition. Where a percentage of cases 
show no more than a retro-placental hematoma 
and red infarcts, a certain number of the more 
serious cases show a more extensive process. The 
fundus, often the whole uterus, the broad liga- 
ments, ovaries and adjacent structures are a 
bluish-bronze in color, marked by bronze stria- 
tions. The tissues are boggy with semi-coagulated 
blood and marked by scattered petechiae. The 
uterine muscle is fragmented. Couvelaire, who first 
described this condition and marked its associa- 
tion with retro-placental bloody tumors, gave it 
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the graphically descriptive name of utero-placental 
apoplexy, and compared it with the appearance of 
an ovarian cyst with twisted pedicle. Certainly no 
term could be more aptly descriptive and when 
consideration is given to the studies of Willaims of 
the microscopic pathology it would appear that the 
name given by Couvelaire may also convey some 
significance with respect to the cause. The endar- 
teritic changes and lesions in the smaller vessels 
throughout the myometrium, that he described, 
strongly suggest a distinctive pathological process. 

The symptoms vary in degree, depending on the 
extent of the separation and hemorrhage. The one 
predominant symptom is pain over the fundus or 
in either flank. This symptom appears early, is 
persistant and increases with the hemorrhage. A 
second and associated symptom, little stressed, is 
the extreme sensitiveness of the uterus to the pal- 
pating hand. So marked is this that even the 
weight of the hand is complained of bitterly. These 
two symptoms occurring late in pregnancy associ- 
ated with vaginal bleeding, a falling blood pressure 
and blood count and evidence of internal hemor- 
rhage give the picture. Although the great major- 
ity of the cases occur late in pregnancy, it has been 
reported as early as the 5th month. As a rule the 
patient will complain of cramplike pains and slight 
vaginal bleeding. If bleeding is not evident at first 
the only complaint may be pains suggestive of the 
onset of labor, and the patient may be in a des- 
perate condition before the true condition is rec- 
ognized. However, if the patient is examined it 
will be noted that the pains, though regular, do not 
fade out, the uterus remains hard, often boardlike 
and is very painful to touch. If the retro-placental 
hematoma is small or moderate, labor may ensue 
and delivery take place rapidly. Examination of 
the placenta will show an organized clot and there 
may be profuse bleeding for a few moments after 
it is expelled. Even if the termination is as favor- 
able as cited, the foetal mortaltiy is high. Williams 
states “The mere completion of delivery is not 
synonymous with safety as a certain percentage of 
patients succumb to atomic postpartum hemorrhage 
while others die from unrecognized intra-peritoneal 
bleeding. ” 

In the more serious cases the onset may be sim- 
ilar and insidious. The pain at first localized over 
the fundus becomes general over the whole uterus. 
The uterine muscle becomes board-like and this 
rigidity may extend to the whole abdomen, as is 
found in a general peritonitis. The foetus at the 
onset is usually violently active then the move- 
ments become slight and absent. The foetal heart 
sounds are rapid, distant, then absent. The ap- 
pearance of the patient will be indicative of severe 
internal bleeding, shock may follow rapidly. Occa- 
sionally it can be determined that the fundus is 
higher than normally. Hourly blood counts and 
blood pressure readings will confirm the picture. 

Treatment must depend on the severity of the 
case as indicated by the clinical picture. The ex- 
perience of the physician and consultants the only 
guide. 





December, 1938 


Moderate separation and hemorrhage may be 
treated by conservative methods. In that the pres- 
ence of the hematoma acts as a stimulus for the 
onset of labor, the physician is warranted when 
confident that the cervix is dilatating to use such 
sedatives as may be indicated. Delivery is often 
rapid. Because postpartum hemorrhage is often 
brisk, and because the picture may change abrupt- 
ly, it is well to keep in mind the advice of Williams 
and watch the case closely for at least 72 hours. 


In the event that the case from the beginning 
presents a serious aspect, or should the picture as- 
sume a serious aspect before the cervix has dilated 
completely surgical intervention is indicated with- 
out waste of time. Morphine should be given lib- 
erally to combat pain and shock. Intravenous glu- 
cose and saline may be indicated, or blood transfu- 
sions. Vaginal caeserian section has resulted in al- 
most a 100% mortality. Before the days of the ab- 
dominal caesarean section it was the routine to 
complete dilatation and deliver with forceps, pack- 
ing the uterus with jellatin gause and applying a 
Spanish Windlass Binder. Although the mortality 
was high the results were surprisingly good, pos- 
sibly because forty years ago there were better 
clinicians and better observors, and operation was 
done with less delay. All authorities agree today 
that abdominal caesarean is the procedure of 
choice, but all do not agree that this operation 
alone is sufficient. At the Rotunda Hospital in 
Dublin it is the procedure after emptying the uterus 
to pack it carefully and tightly. Their records show 
very satisfactory results. Others using this same 
method have had a high maternal mortality. The 
majority of authors specify that hysterectomy 
should only be done if the uterus fails to contract 
firmly after emptying. If it contracts, it is usually 
considered safe to leave it with or without packing. 
It would appear that little is to be gained by this 
procedure. Certainly it is leaving this case for a 
possible repetition of the same condition. And 
when we consider the number of cases. that die of 
secondary hemorrhage, who have left the table in 
excellent condition, it would appear that a more 
drastic rule in these cases is indicated. From a 
careful study of the literature and check of the 
recent statistics it would appear obvious that it’s 
wiser to be safe even though there is increased risk 
from hysterectomy at time of operation. 

A study of the cases reported emphasizes the 
seriousness of this condition and how difficult to 
determine when to follow conservative methods. A 
few of the recent reports are cited. 

R. Mahon reports twelve cases, in the Journal of 
Obs. and Gyn., Bordeaux, November, 1935. 

5 cases (Moderate extent). Simple Caeserian 
done. 1 died. 4 lived. 
7 cases (Severe) 

4 died. 3 lived. 

This author states that in his experience many 
of the cases treated conservatively died of second- 
ary hemorrhage. 


Caeserian and Hyst. done. 
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V. Cathala, Jour. Obs. and Gyn., Paris, May, 
1935, reports 5 cases. 

1 died of eclampsia 

1 died in coma following delivery 

2 died of shock following caesarean section 

1 died of secondary hemorrhage following de- 
livery. 

It is his observation that death followed in all 
cases where vaginal caesarean was done, and in 
only two-thirds of the cases following abdominal 
caesarean section. 

V. De Lorier in a review of the cases encountered 
at Boucicant and Port Royal Hospitals from (1924- 
35) a total of 84, gives more favorable statistics. 
However, it is evident from his report that many 
of these cases were very mild, which fact is empha- 
sized by his operative record. Only seven cases re- 
quiring caesarean section and hysterectomy. Of 
these 4 died. He makes a sharp distinction be- 
tween those cases that show the signs of utero- 
placental apoplexy of Couvelaire. In these cases he 
insists that hysterectomy is indicated. A further 
observation made in his study was that many of 
the more serious cases showed only an increase in 
B. P., and no other symptoms of toxemia. 

The following case is reported fully as it illus- 
trates those points that are in controversy, and the 
need for emphasizing radical operative treatment, 
when utero-placental apoplexy is evident. 


CASE REPORT 


A white primapara age 30, with a completely 
negative family and previous personal history. The 
menstrual history was normal in every respect. 
There was no history of a fall, injury or other ac- 
cident. Pregnancy was normal up to the ninth 
month. On examination, May 18, three weeks pri- 
or to the expectant date her blood pressure was 
found to be moderately elevated 132/80, pulse was 
80, urine negative, no other symptoms. She felt 
well. She was told to report back in one week and 
ee with the increased blood pressure 
in mind. 

At 12:30 A. M. May 20, she called to report slight 
cramps, and slight vaginal bleeding, about a tea- 
spoonful. She felt entirely well othérwise, and said 
she thought labor was beginning. She was advised 
to come to the hospital at once by ambulance. On 
arrival she was examined. There was a very slight 
trace of blood at the cervix, which was dilated 
about two fingers. She stated that she had had a 
mild headache that day. The B. P. 148/90; pulse 
80; the blood pressure was discounted somewhat 
because of excitement. She was having regular 
pains every five minutes, lasting about twenty sec- 
onds. There was pain low down in the back and a 
slight desire to bear down. She complained of pain 
over the fundus and soreness on touch. The foetal 
activity had been more than normal] all day, but 
was much less at this time. The foetal heart 
sounds were clear, though rather distant, rate k56. 
The urine showed a very slight trace of albumen, 
Sp. Gr. 1017. There was no evidence of shock, or 
concealed bleeding. She was reassured, given a 
sedative, and the nurse instructed to watch her 
carefully. She slept well, was very cheerful the fol- 
lowing morning and had no headache. The pains 
were harder, and of longer duration. There was 
still a slight trace of blood at the cervix, during 
the night she had passed no more than a trace on 
the pad. The dilatation of the cervix was increas- 
ed. The foetal heart sounds were distant, move- 
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ment very occasional. The pain over the fundus 
was increased, the sensitiveness to touch more 
marked. A consultant was called. In view of the 
apparent onset of labor and no further bleeding, 
it was considered advisable to await developments. 
A blood count done on admission and the following 
morning showed no appreciable change. Red 
3,900,000, Haem. 71%, White 10,800, Polys 64. B. P. 
150/90, pulse 74. That morning she complained of 
nausea and vomited. She was given 1000 c.c. of 
glucose and saline, and a sedative. The pains con- 
tinued during the day, there was no further ex- 
ternal evidence of bleeding, no signs of shock or 
evidence of internal bleeding. The pain and sensi- 
tiveness over the fundus increased. This was diffi- 
cult to gauge because of pains. No foetal heart 
sounds were heard. A blood count late in the af- 
ternoon showed no appreciable change. The blood 
pressure was about the same, no increase. That 
evening, as she was tired and getting nervous, she 
was given a hypo M. S. %. She slept most of the 
night. Prior to our going into the operating room, 
early the following morning she was seen for a 
moment. She complained of headache and nausea. 
The B. P. 145/85, pulse 82. She complained most 
of soreness over the fundus. She was nervous and 
irritable. She was given further glucose and sa- 
line, and a small hypo. It was planned to see her 
further, in consultation, later in the morning. A 
further blood count was ordered. 

Less than two hours later her condition was de- 
cidedly changed. She was in mild shock, and 
showed evidence of internal bleeding. The B. P. 
135/85, puplse 86, the blood count: Red 3,650,000, 
Haem. 73; a second thousand c.c. of 10% glucose 
was given and she was sent to the operating room. 

Under gas-oxygen anesthesia the uterus was de- 
livered, emptied. The uterus was bluish-bronze 
over most of the fundus and this discoloration 
spread onto the broad ligaments and ovaries. The 
uterus was filled with old blood; the musculature 
friable and fragmented. After emptying it con- 
tracted firmly. As an added precaution it was 
carefully packed. Pituitin was given to hold the 
uterus. Forty minutes after leaving her room she 
was returned. Her condition was fairly good. Pulse 
102, good quality. Arrangements were started for 
a transfusion, preceded by saline. Before the 
needle could be placed in the veins she collapsed, 
became pulseless, apparently from further massive 
hemorrhage. This was later confirmed. 


SUMMARY 

Premature separation of the normally implanted 
placenta is a not infrequent, and always a grave 
complication of pregnancy. It occurs with equal 
frequency in young primapara and multipara and 
is most prone to occur near term. 

Sensitiveness to touch over the fundus indicates 
to a certain degree the extent of the hemorrhage 
into the uterine wall. The presenting symptom is 
pain, usually accompanied by bleeding. 

Where utero-placental apoplexy has occurred, 
conservative treatment is dangerous. 
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Leucopenic Index in Relation to Chronic Arthritis 
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N a previous communication Wyatt, Hicks and 
Thompson’ reported that laboratory criteria for 
desensitization to streptococci are unknown. These 
authors mentioned the fact that we have no reli- 
able laboratory means by which it is possible to de- 
termine the degree of bacterial allergy. It was 
reeognized that neither agglutination reactions nor 
erythrocyte sedimentation rate could be employed 
to gauge the degree of sensitization and similarly 
skin test phenomena have been demonstrated to 
be too widely non-specific to be of value. The pres- 
ent study in relation to the leucopenic index in 
chronic arthritis is reported first, for the purpose 
of describing a test which has been found to give 
consistent measure of the degree of streptococcus 
allergy in a given patient. Second, this subject is 
reported because it throws further light upon the 
etiological relation of streptococci to atrophic ar- 
thritis. 

The following is the method employed in this 
work: Three groups of patients were chosen: first, 
normals—chiefly blood donors; second, hypertro- 
phic arthritis patients and third, atrophic arthritis 
patients. Under varying control and test conditions 
these three groups were given leucopenic index 
tests according to a technic to be described later. 

Insomuch as the leucopenic index is the subject 
under investigation, the patients were placed as 
carefully as possible in their groups and any with 
doubtful status in diagnosis were not used in this 
work. The criteria for the determination of the 
atrophic type of arthritis were the usual ones re- 
cently recapitulated by Cecil’, “A patient with 
rheumatoid arthritis should present the picture of 
a chronic progressive multiple arthritis character- 
ized in its earlier phases by soft tissue swelling, 
and in its later stages by some ankylosis and de- 
formity. Implication of the interphalangeal, meta- 
carpophalangeal and wrist joints is especially char- 
acteristic. The synovial membrane and the sub- 
cutaneous nodules, when present, show specific his- 
tologica] changes. The radiographic evidence is 
quite typical, and the patient’s serum in a large 
majority of cases will induce an agglutination of 
the streptococcus hemolyticus. A rapid sedimenta- 
tion rate of the red blood cells is highly character- 
istic, but is seen in other forms of infectious ar- 
thritis as well.” 

It was hoped that with these fairly distinct clin- 
ical groups before us, some conclusion might be 
reached concerning the value of the leucopenic in- 
dex in their study. 

The leucopenic index originated as an outgrowth 
of the hemoclastic crisis test for liver function. 
Warren T. Vaughn’® developed the test about five 
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years ago. His method in brief was to feed a pa- 
tient a food to be tested on a fasting stomach and 
record the subsequent changes in the leucocyte 
count at about 30 minute intervals up to two hours. 
A food to which a patient was known to be highly 
sensitized usually produced a leucopenia, whereas 
ordinarily a leucocytosis followed the ingestion of a 
food to which the patient was not allergic. This 
test has now come to occupy a stable place as a di- 
agnostic aid in the study of food allergies. It is 
not more than 92 per cent dependable but is the 
most reliable single means for the determination 
of food allergies. The principle and method of this 
test have been extended to the field of bacterial 
allergy by William K. Ishmeal*. He reports that 
a similar leucopenia follows the intravenous injec- 
tion of infinitely small amounts of streptococcus 
substance in patients with an atrophic arthritis. 

The procedure is as follows: The patient is in- 
structed to eat a light supper the evening before 
the test, report at 8:00 A.M. without food, water 
or tobacco. He is put at bed rest in a quiet place 
throughout the test. After 45 minutes bed rest the 
preliminary white count is taken and immediately 
after obtaining the blood for this count, the in- 
travenous injection of the test substance is given. 
The leucocytes are then enumerated at 20 minute 
intervals up to 100 minutes. It is not necessary to 
mention here the precautions necessary to insure 
accurate counts. Under the above conditions of 
bed rest the white count remains at a consistent 
base level’ and sustained variation beyond 10 per 
cent of the total may be considered as due to the 
substance administered intravenously. It is seen 
that the method described differs only from that 
of Vaughn, Rinkel* and others in that instead of 
administering a food by mouth, we are giving a 
bacterial substance intravenously. 

The test substance for the bacterial antigen is 
prepared as follows: (The technic for the prepara- 
tion of the streptococcus substance is given in de- 
tail. In the preparation of the B. typhosus and 
staphylococcus aureus antigens for control study 
as nearly as possible identical procedure is used). 

Using a strain of streptococcus viridans known 
as WH: a streptococcus protein derivative, intend- 
ed for intravenous injection when properly diluted 
with buffered saline, was prepared in the following 
manner: 

(1) Five Roux flasks containing 50 c.c. of beef 
infusion agar (pH.7.6.) were inoculated with a sa- 
line suspension of WH: of known purity. 

(2) These cultures were allowed to incubate at 
37°C. for 18 hours. 

(3) The growth was inspected and subsequent- 
ly washed off with 50 c.c. physiological salt solu- 
tion to each flask, the resulting suspension pooled, 
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and enough sterile merthiolate solution added to 
make a final concentration of 1:10,000. 

(4) The pooled suspension was inactivated at 
56°C. for 3 hours in a water bath. 
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NORMAL DONORS 















NUMBER CASES 25 

”| — {ntravenous inyection 0.0015 mg. streptococcus substance. 
Average leucocytosis 27 5% 

Range /2 lo 60% 
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(5) Samples were removed for sterility testing 
by the N. I. H. method, and the remainder trans- 
ferred to centrifuge tubes for centrifugalization at 
high speed. The clear supernatant was poured off 
and the cells resuspended in saline for a second 
centrifugalization. Again the supernatant was re- 
moved, this time leaving just enough liquid in the 
bottom of the tube to facilitate the removal of the 
cells to the drying flask. 


al CHART I 
| CHRONIC HYPERTROPHIC ARTHRITIS 























i NUMBER CASES 14 
" Intravenous injection 0.0025 ng. stteptocoaas substamce 
Average leucocytosis 32.2% 
Range [7 lo 56% 
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(6) The resulting heavy suspension was placed 
in a sterile drying flask through which dry sterile 
air was passed for a period of 18 hours. 

(7) The dried cells were weighed by difference 
and then mixed with thousand times the amount 
by weight with soluble starch. 

(8) The starch-streptococcus mixture was plac- 
ed in a sterile ball mill and ground for 48 hours 
until a homogeneous mixture was obtained. 

(9) The above was then molded into pellets of 
uniform 10 mg. size and placed in sterile ampoules 
ready for dilution with buffered saline. a 

(10) On the morning when the determination 
of leucopenic index is to be performed 2.0 c.c. of 
buffered saline solution is transferred by means 
of a sterile tuberculin syringe to the ampoule con- 
taining the pellet. The ampoule is well shaken and 
allowed to stand for 10 minutes. Intravenous in- 
jection of 0.5 c.c. of the resulting solution contain- 
ing 0.0025 mg. streptococcus protein is given in- 
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travenously and the leucocyte enumerations begun 
according to the directions above. 

The results of these studies are represented in 
the charts presented. In the control observations 
it is seen that normal, healthy donors selected 
from our list showed uniform leucocytosis following 
the intravenous injection of the streptococcus sub- 
stance. The second group, hypertrophic arthritics, 
showed a similar reaction. Further control study 
was carried out by the observation of leucocyte re- 
sponse in the atrophic group following the in- 
travenous administration of B. typhosus substance 
and staphylococcus aureus substance. Both of 
these substances induced a leucocytosis as shown 
in the charts. 

In summary, in the control study we demon- 
strated 1—that leucocytosis followed the intra- 
venous administration of streptococcus substance 
in both normal and hypertrophic arthritis indi- 
viduals, 2—that leucocytosis followed the intrave- 
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CHRONIC ATROPHIC ARTHRITIS 
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NUMBER CASES 34 
” Intravenous infection 0.0015 mg, staphyloacas substance 
| Average leucocylosis 3/ 2% 

| Range 18 to 54% 
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nous of both staphylococcus aureus and B. typho- 
sus substance in patients with atrophic arthritis. 
The test study, now undertaken, shows in chart 
V the leucopenia which occurred in 100 per cent of 
the atrophic arthritis patients tested with strepto- 
cocci. The series so far is not large but the consist- 
ency of the results is relatively outstanding in 
comparison with other biological phenomena. 
This leucopenia in response to streptococcus sub- 
stance in the atrophic arthritis patient is inter- 


CHART Iv 
CHRONIC ATROPHIC ARTHRITIS 
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NUMBER CASES 34 

* Intiavenous injection 0.0025 mg B Typhosus substance 
Average leucocytasis 17% 

Range 0 fo 222 
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preted as a parallel to the ingestion leucopenia de- 
scribed by Vaughn as following the enteral admin- 
istration of an incompatable food. If we are right 
in assuming that this parallel properly exists, then 
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the leucopenic index is a gauge of the sensitivity of 
the atrophic arthritis patient to streptococci. Since 
no attempt is made to desensitize a patient to foods 
we do not know the course of leucopenic index re- 
actions under therapy in food allergy problems, 
but in bacterial allergy we constantly attempt to 
desensitize an individual, and view immunologic 
and desensitization processes as possibly distinct. 
Intravenous vaccine is commonly employed in 
atrophic arthritis with the purpose of desensitiza- 
tion and our next chart shows the result of such 
vaccination as determined by the leucopenic index. 
In this group which had recieved a minimum of 
ten injections of streptococcus vaccine, intrave- 


“| CHART V 
CHRONIC ATROPHIC ARTHRITIS 
TEST sTUDY 
NUMBER CASES 34 
Intravenous injection 0.0025 mg, steplococas substaace 
Average leucopenia 31.0% 
Range IS lo 52% 
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nously, within six months prior to the leucopenic 
index test, it is seen that the average leucopenia 
diminished by about 50 per cent. In short, if leuco- 
penic index determined in this way may be as- 
sumed to be a guide to the degree of bacterial al- 
lergy to streptococci in chronic atrophic arthritis 
patients, then a course of intravenous vaccine dim- 
inishes that allergy (desensitizes), in about 50 per 
cent. 

The work described above represents the exten- 
sion of an established diagnostic procedure from 
the field of food allergies to the study of bacterial 
allergy. It is not the province of this report to 
elaborate the differences which exist between bac- 
terial and non-bacterial allergy. With modifica- 
tions in technic as described above, the leucopenic 
index to streptococci is obtained in atrophic arthri- 
tis just as it occurs to incompatible foods in the 
primarily allergic diseases. This result is inter- 
preted by the authors as major evidence that the 
essential etiology of atrophic or rheumatoid arthri- 
tis is a combination of streptococcus focal infec- 
tion coupled with induced or constitutional hyper- 
sensitivity to the protein of this organism. In 
other words, the host factor is streptococcus al- 
lergy. 

Many groups of workers have reported various 
strains of the streptococci as the chief ones found 
in atrophic arthritis. Streptococcus viridans, hem- 
olyticus, non-hemolyticus, etc., have all been 
ascribed important roles in arthritis by different 
students of the disease, yet the clinical picture is 
fairly uniform wherever reported. This is account- 
ed for by the fact that the common denominator 
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of host factor—in our opinion, streptococcus al- 
lergy—is relatively constant. 

The allergic nature of arthritic phenomena is 
further borne out by the clinical observation of 
the fulminating and at the same time transitory 
character of certain joint manifestations. Bearing 
in mind then the evidence of allergic reactions as 
possibly part of the picture in atrophic arthritis, 
the positive leucopenic index to streptococci in 
these patients takes its place with positive ag- 
glutination reactions to streptococci as evidence of 
the streptococcus etiology of this disease. 

If we align the above concepts with the prin- 
ciples of specific tissue reactions, as developed by 
Dr. R. L. Kahn’, we may further understand cer- 
tain phenomena of atrophic arthritis. According 
to Dr. Kahn the basis of allergy in man is the cap- 
acity of individual tissues to localize circulating 
antigen. This localization induces infiltrative and 
other tissue phenomena indistinguishable patho- 
logically from known inflammatory processes and 
likewise indistinguishable from the microscopic 
histopathology of atrophic arthritis. Thus a strep- 
tococcus focus any place in the body may give off 
substances which are localized in joints and elicit 
the reactions seen. The same process will explain 
the transitory increase in joint pain which follows 
the intravenous administration of streptococcus 
substance. 

Pursuing the same interpretation, the eventual 
diminution in joint reactions following intravenous 
vaccine is due to an exhaustion of the capacity of 
the joint to localize the antigen. This process is 
synonymous with desensitization and is found to 
be measurable by the leucopenic index to strepto- 
cocci. 


CHART VI 


CHRONIC ATROPHIC ARTHRITIS 
AFTER INTRAVENOUS VACCINE 
TEST sTUOY 


NUMBER CASES 22 
Intravenous infection 0.0025 mg. steeplocowas substance 
Awerage leucopenia 148% 

Range 6 to 22% 
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CONCLUSIONS 

(1) A specific leucopenic index to streptococci 
is advanced as characteristic of atrophic arthritis. 

(2) Leucopenic index is employed to measure 
the desensitizing results of intravenous vaccine. 

(3) Additional evidence of the relation of strep- 
tococci to atrophic arthritis, acting through the 
host factor—streptococcus allergy—is presented. 


Wyatt Clinic. 


(The authors wish to express appreciation to the 
technical staff, David Mark Baldwin, Helen Buntin 
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and Margaret Vogel for assistance and valuable 
suggestions throughout this work.) 
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N order to get first hand information on the sub- 

ject under consideration, I sent a questionnaire 
to the physicians in charge of all of the Govern- 
ment hospitals, and other hospitals like this one 
treating Indians, and the Indian Reservation physi- 
cians, which asked: 

(1) Have you had any cases of cancer among 
the full-blood Indians or mixed-blood Indians? 

(2) If so, how many of each class and the loca- 
tion of the lesion? 

(3) From your experience in practice, what is 
your opinion of the incidence of cancer among the 
Indians? 

Sixty answers were received. These sixty doctors 
writing from all parts of the United States, have 
had from two to thirty-four years’ experience 
among the Indians and some have practiced on 
several reservations and in one or more hospitals 
for Indians. The numbers of Indians observed 
range from 700 to 8,000 on various reservations. A 
total of 58 cases of cancer in the full-blood Indians 
and 53 cases in the mixed-blood Indians were re- 
ported. 

Only thirty-two of the doctors gave an opinion 
as to the incident of cancer among the Indians. 
Six doctors replied that they had seen no cancer 
at all in either class of Indians. One doctor be- 
lieves that cancer is practically non-existent among 
the Indians; one states that full-blood Indians do 
not have cancer. Twenty-two doctors consider can- 
cer “rare” among the Indians. Four doctors ob- 
serve that cancer is more frequent in mixed-blood 
Indians than in the full-blood Indian, whereas, 
four doctors are of the opinion that cancer is as 
frequent among the Indians as among white people. 

Locations of cancer in practically all parts of 
the body were reported upon. The cervix, uterus 
and breast were the most common locations of can- 
cer found by the Indian Service doctors. 

A total of 163 cases were reported. These cases 
occurred during a long period of years, and among 
many thousand Indians. Furthermore, as several 
of the doctors assert, it was not always possible to 
confirm every diagnosis by pathological examina- 
tion and some of them would be open to question. 
Considering these things, the total number of can- 
cers reported is surprisingly small, and in the col- 
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lective opinion of the doctors who responded, can- 
cer among the Indians is rare. 

The number of cancer deaths among the whites 
of the United States in 1928 was 102,363, with a 
rate of 83.09. During the same year there were 
101 deaths from cancer among Indians, a rate of 
30.52. A slight increase is noticeable in both rates 
in 1929, the figures being 104,034 white deaths and 
119 Indian deaths with respective rates of 84.45 and 
35.96. The United States Bureau of Vital Statis- 
tics did not make separate tabulations for the In- 
dian death certificates for 1930; it is, therefore, 
impossible to give numbers and rates for that year. 
In 1931 there were 109,890 deaths from cancer 
among whites and 136 among Indians, with corre- 
sponding rates of 89.20 and 41.10. In 1932 the can- 
cer death rate for the whites was more than twice 
as great as the rate for the Indians: 114,219 whites 
and 124 Indians died from cancer, with rates of 
92.72 and 34.47. The rate among whites reached 
97.62 in 1933; among the Indians it was 42.01, or 
120,253 whites compared to 139 Indians. The to- 
tal number of white deaths from cancer in 1934 
was 125,793, or a rate of 102.11 persons per 100,000. 
The statistics on Indian mortality for this year are 
not available. 

Among the whites in 1928, 83 out of every 100,000 
persons died of cancer. In 1934 the number had 
increased to 102 out of every 100,000. The Indian 
rate increased from 30 in 1928 to 42 in 1933. These 
figures show that cancer deaths in the white pop- 
ulation of the United States are more than twice 
as frequent as among the Indian population. How- 
ever, owing to the difficulty of obtaining accurate 
information as to causes of death among Indians, 
it is likely that there are some omissions in the 
number of cancer cases reported from the reserva- 
tions. Possibly many Indian deaths actually caused 
by cancer are reported under ill-defined causes of 
death or senility. 

An analysis of the cancer deaths among Indians 
by organs and parts revealed some very interesting 
facts. From 1928 to 1933 there were 255 male and 
387 female deaths, making a total of 642. Out of 
these 642 cases, cancer of the stomach and duo- 
denum accounted for the greatest number of deaths. 
This location is given in 196 cases. Of these 1006 
were males; 96, females. Cancer of the uterus was 
second highest with 96 deaths in six years. Fifty- 

(Continued on page 486) 
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HOWELL RANDOLPH, M. D. 

At the 1938 session of the Southwestern Medical 
Association in El Paso, Texas, October 27, 28, 29, 
Dr. Howell Randolph, of Phoenix, Arizona, was ele- 
vated to the presidency. Dr. Randolph succeeded 
Dr. Leroy Peters, of Albuquerque, New Mexico, who 
was president of the association for 1938. Confin- 
ing himself chiefly to the specialty of chest diseas- 
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es, nevertheless Dr. Randolph exhibits a high de- 
gree of erudition in the entire scientific field of 
medicine. 

The new president was born in Chicago in 1899, 
shortly after the graduation of his mother from 
the Chicago Women’s Medical College. When he 
was six months of age the family moved to Alfred, 
New York, where he entered the public schools. 
Several years later the family moved to Milton, 
Wisconsin, where Dr. Randolph finished grade 
school, the public high school and took a bachelor 
degree from Milton College. After graduation from 
college he taught physics and chemistry in the lo- 
cal high school for a two-year period. He then 
entered the University of Wisconsin Graduate 
School where he earned the degree Master of Arts. 
The degree, Doctor of Medicine, was conferred on 
him by the Johns Hopkins University in 1926. There 
followed a general internship at the Presbyterian 
Hospital in Chicago, after which he served as 
medical resident at the Evanston Hospital. During 
this period of his education he did some research 
under Drs. Gladys and George Dick, who were de- 
veloping their antitoxin for scarlet fever. Some 
time later he moved to Phoenix, Arizona, to enter 
the private practice of medicine. 

Dr. Randolph is a Fellow of the American Col- 
lege of Physicians. member of the American Col- 
lege of Chest Physicians, The American Academy 
of Tuberculosis Physicians, the Maricopa County 
Medical Society, the Arizona State Medical Society 
and the American Medical Association. During the 
academic year 1936-1937, he served as a Chief-of- 
Staff at the Good Samaritan Hospital of Phoenix, 
Arizona. 

Dr. Randolph is a professional man of high at- 
tainment, catholic tastes, highly enthusiastic and 
able in the performance of the tasks assigned him 
by his fellow practitioners. It is the good fortune 
of the Southwestern Medical Association to have a 
man of the caliber of Dr. Randolph as its presi- 
dent during the twenty-fifth anniversary year. 





THE CONQUEST OF VIENNA 

Some years ago a diploma from the post gradu- 
ate department of the University of Vienna con- 
ferred a high degree of prestige upon its posses- 
sor. Since the World War the position of the Uni- 
versity in the sphere of medical education has re- 
gressed from one of the leaders in the field to a 
place somewhere near the rear ranks. Undoubted- 
ly the upward progress of American teaching insti- 
tutions has had much to do with displacing Vienna 
from its former favored position in the brilliant 
sunlight of advanced learning. The sad decline of 
this once noble institution has been accelerated in 
the past few months by the blind policies instituted 
by the Nazi Party following the occupation of Aus- 
tria by Germany. Shortly after Anschluss many of 
the most important members of the medical faculty 
were dismissed, some because they were Jewish, 
others because they were known to be friendly to- 
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ward their Jewish colleagues. Among the interna- 
tionally-known teachers thus uprooted from a life- 
time of useful work in the field of medicine were: 
Arzt, dermatologist; Ranzi, surgeon; Newman, otol- 
ogist; Bauer, endocrinologist; Freud, psychiatrist; 
Frey, oto-rhinologist; Hoff, neurologist; Scherf, 
cardiologist; Adler, gynecologist. Many other pro- 
fessors and instructors in all the faculties were 
dismissed. A number, including some of the 
world’s most famous names, committed suicide. It 
becomes difficult to visualize just where enough 
recruits could be obtained to fill the posts of these 
eminent men unless American teachers could be 
drafted to proceed to the chaotic institution now 
manned by more or less pure Aryans. And how 
many of the great teachers of New York, Philadel- 
phia, Boston, Baltimore, Chicago or New Orleans 
could be induced to enlist in such a fool’s enterprise 
as endeavoring to raise the dead? It has been the 
proud boast of science that its votaries were above 
the common herd in matters pertaining to the ad- 
vancement of the welfare of mankind. It is ap- 
parent that, in some parts of our world, some of 
our scientific brethren have cancelled their mem- 
bership in the brotherhood of the mind. 

It has been stated that the changes brought 
about in the University of Vienna have in recent 
months delivered the death blow to one of the 
greatest institutions of medical science in the 
world. At one time students from all over the world 
attended the University and took home with them 
the teachings of the great faculty assembled there. 
In view of the present lamentable situation in most 
Central European countries, it would seem that 
American physicians would be more convinced than 
ever that the best place to obtain post graduate 
training would be in their own country. Some day 
Vienna may again occupy a proud place in the 
cavalcade of medicine; but that day is probably too 
far distant for any of us in this generation to be 
able to foresee. 





EL PASO SESSION OF SOUTHWESTERN 
MEDICAL ASSOCIATION 

The twenty-fourth annual session of the South- 
western Medical Association, held in El Paso, Oct- 
ober 27-29, 1938, was one of the most successful 
meetings in the history of the Association. The 
registration exceeded all other years. Due to the 
unfavorable rate of exchange of the peso against 
the physicians of Northern Mexico, most of these 
registrants were admitted to the session without 
charge as a gesture of good will on the part of the 
membership committee. The number in attend- 
ance from Arizona and New Mexico was greater 
than usual. Many of the out-of-town visitors 
brought their wives for the generous round of en- 
tertainment provided by the Women’s Auxiliary 
to the El Paso County Society. The women’s activi- 
ties were in charge of Mrs. F. O. Barrett and Mrs. 
George Turner of El Paso. 

Much of the success of the meeting was due to 
the management and planning of Dr. Bob Homan, 
El Paso, who was general chairman. Heads of oth- 
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er committees who deserve accolade for the parts 
they played were: Dr. Henry Safford, Jr., program; 
Dr. Orville Egbert, finance; Dr. Leslie Smith, en- 
tertainment and reception; Dr. W. E. Vandevere, 
golf; Dr. Louis Breck, hobby display. 

There were more commercial exhibits at this 
session than ever before. A number of El Paso 
physicians displayed some of their hobbies, provid- 
ing a highlight of interest. Few scientific exhib- 
its were in evidence. It is expected to stress this 
aspect of the next session more than was done this 
year. 

Dr. Leroy Peters, of Albuquerque, immediate Past 
President of the Association, installed Dr. Howell 
Randolph, of Phoenix, as his successor at the an- 
nual business session. Other officers elected were: 
Dr. Orville Egbert, El Paso, President-elect; Dr. 
Ralph W. Mendelson, Albuquerque, First Vice- 
president; Dr. J. D. Hamer, Phoenix, Second Vice- 
president; Dr. M. P. Spearman, El Paso, Secretary- 
Treasurer; Dr. Wm. Henry Woolston, Albuquerque, 
and Dr. J. W. Cathcart, El Paso, representatives of 
Southwestern Medical Association on the Board of 
Managers of SOUTHWESTERN MEDICINE. 

The annual session of the Board of Managers of 
SOUTHWESTERN MEDICINE was called to order 
by Dr. George T. Colvard, of Deming, New Mexico, 
who presided as chairman. The annual reports of 
the Editor and of Dr. D. F. Harbridge, as Secretary- 
Treasurer, were heard by the Board. Commenda- 
tion and a vote of confidence were given both the 
Editor and Secretary-Treasurer. The present Ed- 
itor was re-elected and present policies approved. 
Drs. Geo. T. Colvard and D. F. Harbridge were re- 
elected Chairman of the Board and Secretary- 
Treasurer, respectively. 

Section meetings were held for the purpose of 
organizing the surgeons, the internists and the 
otolaryngologists of the Southwest into small spe- 
cial societies. Should organization of these soci- 
eties proceed to the required point it is planned to 
devcte the first day of the annual session of the 
Association to group or section meetings, with the 
various groups being brought together the last two 
days of the meeting. 

The 1939 session will be the twenty-fifth annual 
meeting of the Association. It is planned to cele- 
brate the Silver Jubilee in various appropriate 
ways. It is hoped that the pioneer physicians will 
be special guests of honor at the 1939 session at El 
Paso. Dr. Howell Randolph has announced the 
following as preliminary committees for the Silver 
Jubilee session: Dr. Gerald Jordan, El Paso gen- 
eral chairman; Dr. Robert B. Homan, El Paso, 
commercial exhibits; Dr. Mott Rawlings, El Paso, 
scientific exhibits; Mrs. J. J. Gorman, El Paso, 
chairman of the Women’s Division; Dr. Joseph M. 
Greer, Phoenix, program chairman, assisted by Drs. 
J. D. Hamer, Phoenix, Dake Biddle, Tucson, War- 
ner Watkins, Phoenix; Dr. Orville Egbert, El Paso, 
membership chairman, assisted by Drs. Irby Ballin- 
ger, Albuquerque, Dake Biddle, Tucson, Leslie Ko- 
ber, Phoenix, Harry Southworth, Prescott, R. D. 
Haire, Hobbs, C. R. Swackhamer, Superior. 
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CANCER AMONG THE INDIANS OF THE 
UNITED STATES, WITH AN ANALYSIS 
OF CANCER IN ARIZONA. 
(Continued from page 483) 
seven cancers were located in the digestive tract: 
22 in males, and 35 in females. There were 47 can- 
cers of the female genital organs, and 42 of the 
breast, 4 in males and 38 in females. The least 
common location was the esophagus, in which can- 

cer caused only 2 deaths. 

During this six year period there were 132 more 
deaths from cancer in females than in males, the 
totals reaching 387 females and 255 males. As in 
the white race, cancer among Indians appears to 
be more common in females than in males. Cancer 
of the uterus and cancer of the stomach and duo- 
denum had the highest frequencies among Indian 
females, each appearing in 96 cases. The next 
highest cause was cancer of other female genital 
organs, which appeared in 47 cases. 

Out of the total 255 cancers among Indian males, 
100 were located in the stomach or duodenum. 
Cancer of other, or unspecified organs accounted 
for 39 male deaths, whereas cancer of the male 
genito-urinary organs was next highest with 34 
deaths from this cause reported. 

It is interesting to compare the locations of can- 
cer by organs and parts as to their frequency among 
Indians and among whites. The digestive tract 
was the location of the greatest number of cancers 
among white males and females. In this classifica- 
tion, made by the United States Bureau of Vital 
Statistics, “Digestive tract and Peritoneum” evi- 
dently includes stomach and duodenum, as the lat- 
ter does not appear under a separate heading. The 
conclusion is, therefore, that the locations of high- 
est frequency were the same among whites as 
among Indians. 

The next highest rate among the whites was for 
unspecified organs. Cancer of the breast was the 
third most common location. Cancer of the uterus 
is next. It is interesting to note that cancer of the 
uterus was one of the two most frequent locations 
among the Indians. The least frequent among the 
whites was cancer of the respiratory system. The 
rate for cancer of the skin was only slightly higher. 
Cancer of the respiratory system was also very 
low among Indians. 

Cancer of the digestive tract caused the greatest 
number of cancer deaths among white females. 
Cancer of the breast was second in the white fe- 
males, whereas cancer of the female genital organs 
was second among the Indian females. Cancer of 
the uterus is apparently not as frequent among 
white females as among Indians. Among the 
whites this location ranks fourth; while among 
the Indians it ranks one of the two highest causes 
of deaths from cancer in females. In the females 
in both races cancer of the buccal cavity and the 
respiratory system had the lowest frequency. 

Among white males as with the Indians, cancer 
of the digestive tract caused the highest number 
of deaths. In fact, the rank of locations of cancer 
among the males of the two races is much the 
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same. Unspecified organs was second among the 
whites, as it was among the Indians, and male 
genito-urinary organs was third in both races. The 
least frequent location of cancer among white 
males was the breast, whereas in the Indian males 
it was the esophagus. The tables on cancer loca- 
tion suggest two definite conclusions regarding 
location of cancer among whites and Indians. (1) 
Cancer is more frequent among the females of 
both races than among males. (2) The difference 
between the races of the given locations is not 
as great as might have been expected. There ap- 
pears to be no one location of cancer in Indians 
that is noticeably prevalent over the same loca- 
tion among the whites. 


ANALYSIS OF CANCER IN ARIZONA 

There are 12 Indian Reservations scattered 
throughout the state of Arizona, with populations 
on each ranging from 30 in the Yuma agency to 
21,890 in the Navajo agency. The entire Indian 
population of Arizona in 1935 was 44,542. 

In analyzing the incidence of cancer among the 
Indians of Arizona, a careful examination of all 
Indian death certificates on file in the State Bu- 
reau of Vital Statistics was made for the years of 
1928 to 1936. Each Indian death was listed and 
classified as to cause, sex and age. In addition, 
each death Tem cancer was tabulated according 
to location of the lesion. The locations of cancer 
among the Indians of Arizona rank about the same 
as among the Indians of the United States. Can- 
cer of the stomach was most frequent; cancer of 
the uterus next. 

Out of 53 deaths from cancer in Arizona during 
the period 1928 to 1936 inclusive, 23 were males 
and 30 were females. In Arizona, as well as in the 
United States generally, cancer is more common 
among females than among males. The location of 
cancer causing the highest number of deaths 
among Indian females in Arizona was the uterus. 
Cancer of the stomach and cancer of the liver 
were the second most frequent locations in females. 

The location of cancer which accounted for the 
greatest number of deaths in Indian males was the 
stomach. The next highest was carcinoma of un- 
specified locations. 

The greatest number of cancer deaths among 
the Indians of Arizona occurred after the age of 
65. No Indian died of cancer below the age of 25, 
but there were five deaths between 25 and 34. The 
numbers of deaths in the next three age groups in- 
crease regularly as the upper brackets are reached. 

Cancer among Indians in Arizona, as elsewhere, 
is comparatively rare. In 1928 there was a total of 
7 deaths from cancer, all forms, with a rate of 
16.01. This figure compares to 238 deaths from 
cancer, all forms, among the whites, or a rate of 
90.02 per 100,000 white population in Arizona. In 
1929 the rate of deaths from cancer among the 
Indians was 11.43, or 5 deaths. The corresponding 
rate among the whites was 82.45 with a total of 
218 deaths. In 1930, six Indians died from cancer in 
Arizona. The rate was 13.72 as compared to a rate 
of 77.16, or 204 deaths among the white population. 
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The figures for 1931 show 5 Indian deaths and 238 
white deaths, the respective rates being 11.43 and 
90.02. The number of Indian deaths in 1932 was 
again 5, with a rate of 11.43, while the number of 
white deaths was 244, with a rate of 92.29. In 1933 
the number of cancer deaths among Indians was 2, 
dropping to a rate of 4.57, and the number of white 
deaths was 238 again, with a rate of 90.02. Deaths 
from cancer increased in both groups in 1934. The 
rate for the Indians was 13.72; and the rate for 
the whites was 106.28, or 6 Indians and 281 whites. 
The comparative figures for 1935 are 10 Indians 
and 289 white deaths, with rates of 22.87 and 
109.31. The 1937 figures reveal a decrease among 
the Indian deaths. This number being the same 
as in 1928, which was 7 deaths, with a rate of 16.01. 
The white deaths dropped again to 234 with a 
rate of 88.51. 

The increase in cancer mortality among the In- 
dian does not necessarily indicate that more are 
dying of cancer now than in 1928. Several factors 
must be taken into consideration before a conclu- 
sion is reached. (1) Mortality reports are now sent 
direct to the State Bureau of Vital Statistics for 
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compilation as well as to the office of Indian af- 
fairs in Washington, D.C. (2) The increase in the 
number of hospitals, doctors, and nurses on Indian 
reservations obviously brings a greater number of 
Indian patients under observation. (3) The In- 
dians are gradually learning to depend more upon 
the trained medical staff of the Indian service 
rather than upon the tribal witchdoctors. 

Among the Indians of Arizona, the death rate 
from cancer is far below the general death rate. 
For example, 1933 the cancer death rate was only 
4.57, while the general death rate was 1347.02; in 
1935 the cancer death rate had increased to 22.87 
and the general death rate, also increasing, reached 
2088.00. 


Professional Bldg. 


CONCLUSIONS 
Although the information is by no means com- 
plete weight of evidence points to the infrequency 
of cancer among Indians as compared to other 
races. The same causitive factor prevails among 
the Indians as the whites, as is shown by the 
gradually increasing death rate in both races. 
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THE TREATMENT OF ATROPHIC 
RHINITIS 
E. C. BAKES, M.D. 

Atrophic rhinitis is an atrophy of the nasal mucus 
membrane and the underlying soft tissues, even- 
tually involving the bony structure of the turbi- 
nates. 

The Etiology of this disease is unknown. Perez 
described an organism which he named the coco- 
bacillus foetidus ozoenae, to which he attributed 
the odor. Recently, avitaminosis and endocrine 
dysfunction have been suggested as causes. Syph- 
iletic lesions of the nose and radical exenteration 
of the intra nasal structures simulate the symp- 
toms of this disease but are easily differentiated. 

The symptoms consist of dry crusts or scabs, at 
times forming a complete cast of the nasal pas- 
sages, a very foul odor, loss of the sense of smell 
and sensitiveness, and headaches, with inability 
to breathe through the nose. 

The treatment has consisted of general medical 
care, local applications and irrigations and sur- 
gery. The systematic treatment has consisted of 
improved living conditions, regulated diet with 
proper sanitary surroundings. Many of these 
cases develop among the less fortunate whose liv- 
ing conditions are sub par. Recently, the vitamins 
A and D, endocrine therapy have been reported 


as improving the disease. A. Glasscheib (Vienna) 
reports the use of vitamins A and D with injec- 
tions of autolysate of bacillus ozoenae, cocobacillus 
foetidus, and psuedodiphtheria. Treatment was 
continued from 10 to 40 weeks with quite satis- 
factory results. 

The various surgical procedures of paraffin in- 
jections, implantation of cartilage, bone, ivory, 
etc., and the operations of displacing the antral 
wall against the septum have been disappointing 
in their curative results. The temporary results 
obtained were the result of trauma and increased 
circulation. The width of the nasal cavity is not 
an all important factor in ozoenae, since wide fos- 
sae may exhibit normal mucus membranes. 

To recount the many drugs and combinations of 
drugs that have been recommended in the treat- 
ment of this disease would be an endless task. I 
have used most of them and many of my own 
without influencing the disease in the slightest 
particular. After these treatments, there was the 
same greenish crust formations, the same nauseat- 
ing odor, the same loss of smell, etc., with which 
to deal. In June, 1937, I tried something different 
—hydrochloric acid solution, 1 to 240. 

A Mexican girl, 17 years of age, who had one of 
the worst cases of ozoenae I have ever seen, re- 
ported for treatment. The crust had to be broken 
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down and removed by pieces with nasal forceps; 
the odor was nauseating, and permeated the whole 
office. After thoroughly removing the crust, a 
nasa] tampon, saturated with hydrochloric solu- 
tion, was made in both nasal passages and left in 
situ for 20 minutes. She returned in one week, at 
which time there was marked improvement. This 
improvement was uninterrupted, and after six 
treatments she was clinically well. There was com- 
plete relief from headaches and odor, and the sense 
of smell had returned. Four months thereafter, 
there had been no return of the disease. I have 
treated seeveral cases of crust formation following 
radical intra nasal surgery with very satisfactory 
results. I have just finished treating my second 
case of atrophic rhinitis with the same excellent re- 
sults. 

In the first case, the only solution used was a 
1 to 240 dilution. In the last case I increased the 
strength to 1 to 120 for a few treatments. No 
anesthetic is necessary even with the stronger solu- 
tion, as there is almost complete anasthesia pro- 
duced by the disease. However, as the case improves 
the anesthesia diminishes and the reaction becomes 
more severe. A few resistant spots, after thorough 
cocainazation, were swabbed with the pure dilute 
hydrochloric acid. There was a severe reaction 
lasting several hours, but the results justified the 
procedure. 

I have hesitated to report this treatment be- 
cause of the few number of cases. The results, 
however, have been so striking in contrast to any- 
thing heretofore used that I feel I am fully jus- 
tified. I believe with this treatment ozoenae can 


be relieved and cured in a short space of time. 
Read before Maricopa County Medical Society. 


GENERAL RULES FOR THE CARE 
OF EYES 
O. W. THOENY, M. D. 

Nature has indicated her evaluation of the im- 
portance of vision by the safeguards with which 
she has surrounded the eyes. Placed as they are 
within strong bony cavities, cushioned by fat cells, 
continually washed and instantly protected by the 
lids, it certainly indicates a desire on her part to 
preserve for us what I am sure we may consider 
the most indispensable of our senses. It surely 
is incumbent upon us, therefore, to do our part in 
this preservation. 

In the enumeration of general rules for the care 
of the eyes, it is well to appreciate the many haz- 
ards which our modern civilization presents. 

In the first instance, it is obvious that we now 
consider close work more important than distant 
work. Using the method established in 1925 by 
the Ophthalmic section of the American Medical 
Association, near vision is considered to have three 
times the value of distant vision. Two centuries 
ago, visual acuity at a short distance was of minor 
importance generally. We may thus consider the 
essential function of the eye to have changed 
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greatly in just a few generations and such a change 
is not easily accomplished in fact. Certainly we 
can assume that the wearing of lenses among 
young people has been greatly influenced by this 
demand on the eye. This means that the great 
number of stenographers, bookkeepers, and those in 
allied efforts are assuming a visual hazard that 
their forefathers did not have to contend with. For 
this group using their near vision continually, we 
may set up certain rules. 

In the very first instance, it is absolutely essen- 
tial to have adequate illumination. Does your 
secretary have this in your office? If you are un- 
certain, it is well to have her office checked, using 
a light meter, for it will return dividends to you 
both; she can do her work more easily, obviating 
headaches, tired eyes and perhaps early lenses; 
while for you, she does as good work at five in 
the afternoon as at ten in the morning. Eye strain 
is the foremost reason for poor work in the late 
afternoon and poor illumination is one of the most 
common causes of this strain. 

Another rule to preserve vision is to be fitted 
with proper lenses. With the object distance at 
sixteen to twenty inches, errors are magnified and 
the vision which gets you by at long distance will 
probably not do so for near work. At this dis- 
tance, we must use our accommodation, which 
means that the various muscles of the eye must 
change the shape of the lens and of the pupil and 
must converge the eyes. The action of these var- 
ious muscles may cause image distortion and every 
ophthalmologist knows the high proportion of 
astigmatism today. 

Prolonged effort without change is a factor in 
eye strain. It is well to have several rest periods 
during a day of close work, during which the eyes 
are closed or the visual distance changed from 
near to a far point. The Metropolitan Life Insur- 
ance Company finds much better work is done 
if at mid-morning and mid-afternoon, the eyes are 
kept closed for a few minutes in complete rest, 
and the work graph following these rests shows 
an immediate climb. This holds true also in vary- 
ing colors worked at for prolonged periods of time. 


I would like also to briefly suggest the more ade- 
quate care of eyes in children. As with practi- 
cally any abnormality in humans, the time to cor- 
rect and adjust is early. Without doubt, a primary 
rule for the care of eyes is to discover and treat 
the school child’s visual difficulty. We can say 
that roughly ten per cent of our school children 
are repeaters in their grades and some investiga- 
tors have considered as many as seventy-five per 
cent of these due to defective vision and hearing, 
most of them correctible. If we assume this to be 
true, it is a simple matter to figure how much of 
your school tax is wasted each year on repeaters 
who have correctible defects, and whether we can 
long afford to defer their detection and correction. 

A second great group of workers and their visual 
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hazards are the industrial workers. As reported in 
the proceedings of the Pennsylvania Industrial 
Commission in 1931 and quoted by Cross, it is 
shown that in the preceding fifteen years over 
8,600 eyes were lost in that state due to industrial 
injury, and with aver $12,000,000 paid in claims. 

It seems obvious that more rules of care of eyes 
in industry are essential. The first should be 
mechanical safeguards, and under this rule should 
be such precautions as adequate illumination, 
shields or machines to prevent flying particles of 
matter, goggles or glasses on the worker, preven- 
tion of glare, protection against electric arc burns 
and many other specified precautions in each in- 
dustry. There should be neutralizing solutions 
when working with chemicals, and trained first 
aid workers. 

The employee should receive immediate atten- 
tion following an eye injury. There is nothing 
more disturbing than to have a man who has a 
foreign body imbedded in his cornea continue work 
all day so that he will not lose any time at work. 
There is no better way to convert a simple injury 
into a complicated one, for after a few hours of 
pain and rubbing his eye, the area becomes infected 
and corneal ulceration is produced. 

Injuries of the cornea, in an ordinary opthal- 
mologist’s practice, constitute about sixty per cent 
of eye injuries. Because these injuries to the cor- 
nea often leave scars with associated disturb- 
ances in vision, they are obviously the most im- 
portant of eye injuries. A good rule in the care of 
corneal injuries is to consider each one a serious 
eye injury. 

Foreign bodies imbedded in the cornea should 
be removed early, using aseptic technic. Most often, 
these particles have struck the eye at such a high 
temperature, due to their speed, that they are 
sterile and remain so, unless we are careless in 
removing them. 

There is a definite sequence in removing for- 
eign bodies from the cornea. First, forceful irriga- 
tion should be employed; next, a small pledget of 
cotton should be used in an attempt to lightly 
wipe the foreign body form the cornea. If these 
fail and the particle appears magnetic, it may often 
be easily lifted off by the use of a loded instrument 
or electro-magnet. If these measures are not suc- 
cessful, the foreign body must then be removed 
surgically and with as small amount of trauma to 


the cornea as possible. 
Read before Maricopa County Medical Society. 








MISCELLANY 





HOW TO KILL A MEDICAL SOCIETY 
1. Don’t come to the meetings. If you do come, 
come late. 


2. If the weather doesn’t suit you, don’t think 
of coming. 
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3. If you do attend a meeting, find fault with 
the work of the officers and other members. 

4. Never accept office, as it is easier to criticise 
than to do things. Nevertheless, get sore if you are 
not appointed to a committee; but if you are, do 
not attend the committee meetings 

5. If asked by the chairman to give your opinion 
regarding some important matter, tell him you 
have nothing to say. 

6. After the meeting, tell every one how things 
ought to be done. 

7. Do nothing more than is absolutely neces- 
sary, but when other members roll up their sleeves 
and willingly and unselfishly use their ability to 
help matters along, howl that the organization is 
being run by a clique. 

8. Hold back your dues as long as possible; or 
don’t pay at all. 

9. Don’t bother about getting new members; let 
George do it.— Ill. Med. Jo. 


BIRTH CONTROL 


They came into our office. She was a woman of 
26, a little woman, a clean housekeeper. Her hus- 
band was a big man. They told me what I already 
knew, that they had five children; a girl seven, a 
girl five, a boy three, a girl two, and a baby boy 
ten months old. And they were afraid they were 
going to have another baby and didn’t want it, 
couldn’t afford it. We listened and tried to be 
kind, and pointed out it were best to do nothing, 
and told them of the dangers, and advised against 
interference, and the woman said ,“I don’t care, I 
don’t want any more babies,” shaking her head 
sideways, and the husband who didn’t talk much 
said, “I can’t feed what I got. I can’t feed what I 
got.” And we told the woman our usual thing to 
try and make a deep impression. We told her “Your 
husband can always get another wife but your 
children can’t get another mother.” And she an- 
swered, “I don’t want any more babies,” and her 
husband repeated, “I can’t feed what I got. I can’t 
feed what I got.” 

Five days later the husband called us over to 
his house with, “The missus is sick ” And she 
was. She had “done something.’ Her face was 
pinched, and her eyes were bright, and her pulse 
was fast, and small, and wiry; and her knees were 
pulled up and she lay still; and she complained of 
pain in the abdomen, and when it was touched 
there was rebound tenderness; and her husband 
said she had been vomiting and wouldn’t eat. We 
called the city physician and he gave us a telephone 
order to take her to the hospital and she was ad- 
mitted to a ward bed. 

Everybody was so kind. The hospital provided a 
donor for blood transfusion without charge. And 
the night nurse on general duty (they couldn’t af- 
ford special nurses) on her hours off just specialled 
the sick woman, and watched that the intravenous 
ran just the right number of drops to the minute, 
and she kept the solution warm with hot water 
bottles. And when we told her that the woman 
had five babies at home the nurse cried. 

And about 2 o’clock in the morning the husband 
came from work (he worked the afternoon shift) 
and he said, “She seems a little brighter.” He nev- 
er did talk much, and seemed to be talking to him- 
self. And the nurse who was on general duty and 
on her hours off was specialling her, called me to 
the woman’s bedside, and she called the husband 
too, and she drew the screens close around the bed. 
The man spoke to his wife so softly, and she smiled, 
oh, so feebly, and the nurse patted her head, and 
the nurse was crying silently, and the husband who 
never did talk much said to his wife, “You are go- 
ing to be all right,” but he seemed to be talking to 
himself and sounded afraid. And the woman whis- 
pered, “My babies, my babies,” and she gasped. 
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Then she lay so still and quiet. And the ward was 
quiet. And she was dead. 

And the husband looked at us like a wounded 
poor damn animal and without a sound his lips 
formed the word “Dead?” And we nodded our 
head and took him out of the room and he sat 
down in a chair, and he held his chin between his 
thumb and his forefinger, and he looked straight 
ahead, and he didn’t say a word, and his eyes were 
dry and staring, and that was the first time we 
were sorry we were a doctor. 

It was just getting daylight. A robin was chirp- 
ing. And another robin chirped an answer. We 
— the husband to his house and neither of us 
spoke. 

The next day they brought the body home. The 
neighbor lady came in and said, “My, isn’t she a 
beautiful corpse.” 

The second afternoon they had the funeral 
from the house. And an old lady whispered to an- 
other old lady, ‘Isn’t it a pity for that young man 
to be left a widower with five children?” 

The children were sitting all in a row in the front 
room where the black coffin was. There were a few 
flowers, and some candles were burning. They sat 
there like a series of steps, the girl seven, the girl 
five, the boy three, the girl two, and the girl seven 
held the ten months old baby in her lap. And then 
the preaching began and the text was, “The Lord 
Giveth and The Lord Taketh Away.” And they 
told all about the saintliness of motherhood, and 
how this good woman had given her all for her 
family, and her reward in the after life was as- 
sured, and how the good husband would be com- 
forted in his children, and the two old ladies looked 
at the husband and dabbed their eyes with their 
handkerchiefs. 

And then the baby, who was sitting in the lap 
of the girl seven, wet himself, and the girl seven 
put him on the floor and his wet diaper dropped 
down over one little shoe top, and he sat there on 
the floor and looked at the preacher, and he looked 
around the room. He didn’t make a sound. He 
looked like his father who never talked much. And 
then a woman sang, “Nearer, My God, to Thee.” 
And they covered the coffin. And the pallbearers 
picked it up. Nobody picked up the ten months 
old baby with the wet diaper hanging over one 
little shoe. And as they started to carry the black 
coffin out the door, the little baby sitting on the 
floor in his wet diaper screamed, “Mama, mama!” 
And the little girl seven began to cry and picked 
him up and held him tightly, and the other three 
babies began to cry. 

And the smallest baby, with a terrified look on 
his face, cried again, ‘Mama, mama!” 

And as the two old ladies walked out the door 
the one repeated to the other, “Isn’t it a pity for 
that young man to be left a widower with five 
children?’”’—Detroit Medical News. 


SOMETHING ROTTEN? 

I love my profession despite its vicissitudes its 
bitter discouragements and its often unrequitted 
hardships. I want to see it universally successful 
and I want to attain reasonable success in it. I 
want to point to it with pride and glory in its 
achievements. Therefore I cannot sit mutely by 
and not endeavor to raise its economic and profes- 
sional standards even though it may only mean 
establishing another beautiful example of “love’s 
labor lost.” 

In conclusion I want to propound some pertinent 
questions. I hope they agitate enough brain cells 
to create a headache rather than a pain in the 
neck. 

If an indigent criminal on trial for murder can 
have the court appoint a lawyer to save his life, 
who will receive pay from the county for doing it, 
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why shouldn’t a doctor be paid by the public for 
trying to save the life of an indigent person con- 
demned to death by cancer, tuberculosis or any 
other serious malady? 

Does the noble legal profession work for noth- 
ing? Does the public exalt them less because they 
demand and receive pay for their services? Do 
plumbers go to the dwellings of the destitute and 
repair their toilets free gratis? Does anyone em- 
ploy them less on account of this? 

Do masons lay brick—do carpenters drive nails 
—do bookkeepers bookkeep—do electricians elec- 
trify—do school teachers teach without pay? 

How many laborers would go to work on Mon- 
day morning, sweat through the week, and get a 
quarter, or a half of what they earn? 

Would a stenographer do it? Would a railroad 
engineer do it? 

Then why in the name of heaven should a doc- 
tor be expected to do it? 

Verily, verily, I say unto you “something is rot- 
ten in the medical state of Denmark!’”—N. Y. St 
J. Med. 


FLORIDA EXAMINING BOARD REQUIRES 
CITIZENSHIP 

Becuase of the influx of medical practitioners in- 
to the United States, the House of Delegates of the 
American Medical Association, in session recently 
in San Francisco, saw fit to pass a resolution rec- 
ommending to the various boards of medical exam- 
iners that they consider seriously the need for 
adopting rules requiring that each applicant for 
license hold full citizenship in the United States. 


STATE BOARD OF MEDICAL EXAMINERS OF FLORIDA 
Tampa, Florida 
August 18, 1938 
Dr. SHALER RICHARDSON Editor 
Florida Medical Journal 
Jacksonville, Florida 
Dear Doctor Richardson: 

Your letter of the eleventh read with a great deal 
of interest. Am well acquainted with the resolu- 
tions adopted by the House of Delegates of the 
American Medical Association at the San Francisco 
meeting. The activity of the members of the Florida 
Medical Association, I fell, to some extent is re- 
sponsible for these resolutions although we re- 
ceived no credit. 

For years the foreign graduate has been a diffi- 
cult problem with the Board of Medical Examin- 
ers. AS you are aware, our Medical Practice Act 
only requires these foreign physicians to declare 
their intention of becoming American citizens in 
order to be eligible to appear before the Board. In 
recent years the influx of these physicians has 
been so great that in 1935 I made a personal sur- 
vey of the medical colleges in Cuba, South America, 
England and Europe. To my amazement I found 
many of these colleges which we had held in high 
esteem were nothing more than diploma mills. In 
practically all of the Latin Universities, including 
the University of Paris, they were issuing to their 
graduates two different types of diplomas; one with 
a seal of merit that made its possessor eligible to 
be licensed to practice in that paritcular country, 
the other was merely an honorary degree of M. D. 
that would not permit its possessor to practice in 
the country in which it was issued, this latter 
diploma being ostensibly for social recognition. 
However with the latter type of degree in his pos- 
session the graduate would come to this country 
and enter the practice of medicine. During my sur- 
vey I observed many young Americans taking ad- 
vantage of this situation to gain their medical de- 
gree after being denied admission to our American 
colleges. I also found in addition to these legalized 
diploma mills that students who failed in the high- 
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er grade institutions would enter another institu- 
tion and continue their studies. 

The situation was rather appalling and upon my 
return to America I made a report to the Federa- 
tion of State Boards and to many of the State 
Board Officers with whom I was intimately ac- 
quainted. At the same time the Florida Board of 
Medical Examiners adopted the following resolu- 
tions: “Foreign physicains must prove that they 
are citizens of the United States by producing their 
citizenship papers. Physicians graduating from 
foreign colleges must take and receive credit for a 
senior year’s work in a Class “A” American college 
before being eligible to appear before the Florida 
Board.” This was followed, to some extent, by a 
number of the other state boards. 

I am glad that we have the honor to be the first 
state to take steps to curb the trek of these poorly 
educated foreign physicians to our Country. 

With my ever good wishes to you, I am yours, 

Most sincerely, 
(Signed) W. M. Row ett, M. D., 
Secretary. 


—Jo. Fla. Med. Assoc. 





COMMUNICATIONS 








Sir: 

Our first big battle is over and I am writing to 
thank you for the use of your editorial “El Paso 
County’s Medical Trust.” I do not believe that it 
has heen quoted from directly, but I believe the 
general plan of it is being copied in the near future 
for publication of the statistics of our City Hos- 
pital. 

We have had a rather gruelling fight with the 
chiropractors over this amendment, and for the 
time being at least have succeeded in about a 4 to 1 
victory. Of course, it does not mean that they 
won’t be able to get another amendment ready for 
our next ballot, but at least for two years we will 
be free of this stuff. In the end we had over sixty 
influential organizations on our side and the can- 
vass of the town was as nearly complete as any- 
thing has been. Medical Societies, auxiliaries, and 
every organization that could contact people work- 
ed constantly and, of course, we are gratified with 
the results. 

I want also to take this opportunity to thank the 
Southwestern Medical Association for allowing me 
to present my exhibit at your meeting. Your meet- 
ing was very worth while, and I was delighted at 
the privilege of attending it and meeting the doc- 
tors. 

Again may I thank you for the use of this ed- 
itorial. 

Sincerely yours, 
RALPH STUCK, M. D. 
212 Metropolitan Bldg. 
Denver, Colo. is 





Sir : 

Persons with acute illnesses also may simultane- 
ously have untoward results from food sensitive- 
ness. Four cases of typhoid—all that I have treat- 
ed in recent years—had definite symptoms because 
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of food sensitiveness during the course of their 
illnesses. 

A-woman of about 30, in the third week of ty- 
phoid developed extremely severe pruritis which 
disappeared promptly on change of diet. By using 
a varied diet for the remainder of her illness no 
further trouble was experienced. 

A man of about 30 with typhoid developed a gen- 
eralized purpura hemorrhagica with intestinal 
hemorrhages from which he died in the course of 
a few days, in spite of attempts to select a proper 
diet for him. It is not possible to say that this pur- 
pura was the result of food sensitiveness, but such 
seems a reasonable conclusion. 

A child of 7 had a slow fever which was di- 
agnosed typhoid by the Widal test. Although she 
made gradual improvement, she ran a low grade 
fever for nearly a year. The first suspicion that 
food was a factor in her case came after the ob- 
servation that she was not so well after eating 
freely of chocolate. The elimination of chocolate 
and milk from her diet completely relieved her of 
fever and all other signs of illness and she remain- 
ed well for a year until at a girls’ camp for two 
weeks she drank milk at every meal. 

A man of 37 had low grade fever and no other 
findings except a positive Widal. A considerable 
number of foods increased his symptoms whenever 
he ate them. By being careful with his diet he 
kept himself fairly comfortable. 

Foods definitely increased the untoward symp- 
toms in these four cases of typhoid. 

I infer that persons who are ill from bacterial 
disease may have symptoms from the foods they 
are fed; proper diets based on sensitization studies 
may save ill persons much suffering. 


Very truly, 


ORVILLE HARRY BROWN, M. D. 
Phoenix, Arizona 





NEWS 





General 
Application blanks are now available for space 
in the Scientific Exhibit at the St. Louis Session of 
the American Medical Association, May 15-19, 1939, 
Attention is called to the fact that the meeting is a 
month earlier than usual, and applications close 
January 5, 1939. Blanks will be sent on request to 
the Director, Scientife Exhibit, American Medical 
Association, 535 North Dearborn St., Chicago, III. 





El Paso County 
Drs. Ralph Homan and M. P. Spearman recently 
addressed the Lea County Medical Society at 
Hobbs, New Mexico, on “Cardiac Neuroses” and 
“Peroral Endoscopy” respectively. 


Drs. Frank Goodwin and A. W. Multhauf last 
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week addressed the Tri-County Medical Society at 
Pecos, Texas, on “Complicated Fractures” and 
“Kidney Stones” respectively. 


Drs. Louis Breck and Orville Egbert spoke before 
the Eddy County Medical Society at Artesia, New 
Mexico on “The Problems of State and Socialized 
Medicine.” 


At the November 14th dinner session of the El 
Paso Medical Society at the Hilton the following 
program was given: 

1. “Malignancies of the Female Genital tract 
report of 421 cases” By Dr. John W. Cathcart. 

2. “Emotional Factors in Certain Clinical Syn- 
dromes.”’ By Dr. Paul McChesney. 

3. “Treatment of Stones in the Urinary Tract— 
Surgical and Non-surgical.” By Dr. A. W. Mult- 
hauf. 


The regular meeting of the City-County Hospital 
Staff was held Wednesday, Nov. 16, 1938, at City- 
County Hospital, at 6:30 p.m. The program fol- 
lows: 

“Bone and Joint Tuberculosis,” by Dr. Louis 
Breck. Discussion by Drs. Black, Egbert and Raw- 
lings. 


The regular Staff Meeting of the Hotel Dieu Sis- 
ters Hospital was held Tuesday, November 1, 1938, 
at 12:30 o’clock in the auditorium of the Nurses’ 
Home. Lunch was served. The program: 

“Chronic Heart Disease with Terminal Abdom- 
inal Purpura.” By Dr. L. O. Dutton. Discussion by 
Dr. G. Werley, Dr. E. W. Rheinheimer and Dr. W. 
W. Waite. 


The regular meeting of the Staff of the South- 
western General Hospital was held Friday, October 
21, 1938, at 6:30 p.m., in the hospital auditorium. 
Dinner was served. After election of officers, the 
following reports were presented: 

1. “Acute Miliary Tuberculosis with Leukemic 
Characteristics.” By Dr. J. E. Morrison. Discussion. 
Dr. R. F. Thompson. 

2. “Lymphatic Leukemia.” By Dr. T. J. Mc- 
Camant. Discussion by Dr. C. D. Awe and Dr. 
George Turner. 

3. “Osteogenic Sarcoma, Femur.” By Dr. F. C 
Goodwin. Discussion, Dr. F. P. Miller. 





AUXILIARY NEWS 





Maricopa County 
(Arizona) 

The Women’s Auxiliary to the Maricopa County 
Medical Society opened their fall activities with a 
luncheon on October 19th, at the Encanto Club 
House, in Phoenix, Arizona. 

Flowers in lovely rose and lavender shades adorn- 
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ed the long tables where new and old members en- 
joyed a delightful luncheon. 

Mrs. O. W. Thoeny, club president, presided, in- 
troducing first the guest speaker, Dr. J. D. Hamer. 
Dr. Hamer gave a report on the recent meeting 
held in Chicago, of the house delegates of the 
American Medical Association. Mrs. Clarence 
Warrenburg then gave three piano selections, after 
which Mrs. J. D. Hamer related high lights from 
the National Medical Auxiliary meeting in San 
Francisco last spring. . 

The new officers for the ensuing year include: 

Mrs. O. W. Thoeny—President. 

Mrs. C. C. Craig—First Vice-President. 

Mrs. W. Jewell Smith—Second Vice-President. 

Mrs. Thomas H. Bate—Secretary-Treasurer. 

Mrs. E. H. Running—Corresponding Secretary. 

Mrs. J. R. Moore—Hygeia Committee Chairman. 

Mrs. Victor S. Randolph—Membership Chairman. 

Mrs. Joseph Bauk—Notification Com. Ch. 

Mrs. J. W. Pennington—Philanthropy Com. Ch. 

Mrs. George Thorngate—Advisory Com. Ch. 


—Mrs. E. H. Running, Sec’y. 








BOOK NOTES 





PRACTICAL MICROBIOLOGY AND PUBLIC HEALTH. By 
William Barnard Sharp, S. M., M. D., Ph. D., Professor of Bac- 
teriology and Preventive Medicine in The Medical Department 
of The University of Texas. 492 pages, 125 illustrations. C. V. 
Mosby Co., 1938. St. Lous. 

Sharp’s volume is primarily a student manual 
which outlines laboratory exercises in practical 
bacteriology and related subjects. 

Emphasis is placed upon the public health aspect 
of these fields. Subject matter covers general bac- 
teriology, vehicles of infection, clinical bacteriology 
and mycology, immunity operation of a public 
health laboratory, public health field work and of- 
fice problems and animal parasites and disease 
vectors. 

The exercises are clear cut and representative. 
They should serve as an excellent supplement to 
lectures or more theoretical texts. 

The illustrations are well selected and clear. The 
volume can be well recommended to fill the pur- 
pose for which it was prepared—namely, a stu- 
dent manual.—L. O. D. 


HOW TO CONQUER CONSTIPATION. A Series of Answers 
Which Have Occured With Frequency in the Practice of a 
Specialist in Intestinal Ailments, by J. F. Montague, M. D., Ed- 
itor-in-Chief of Health Digest, Medical Director, New York In- 
testinal Sanitarium; American Association for the Advancement 
of Science American Society for the Control of Cancer; late of 
University and Bellevue Medical College; Fellow American Med- 
ical Association; Fellow New York Pathological Society; Some- 
time Fellow New York Academy of Medicine and American Col- 
lege of Surgeons; J. B. Lippincott Company, Philadelphia, New 
York, London, Toronto; $1.50. 


This is a common-sense treatise on “How to Con- 
quer Constipation.” The author’s methods are to 
use an abundance of drinking water, proper diet, 
establishment of rhythm and removal of such path- 
ology as may exist and which might interfere with 
proper evacuation of the bowels. He tells patients 
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NINE PRINCIPAL CAUSES OF DEATH 


Heart Disease 
Cancer 
Apoplexy 
Pneumonia 
Accidents 
Nephritis 
Tuberculosis 
Diabetes 
Appendicitis 


OHMS wh 


Which one will be removed from the List 
of Nine in the next few years? 











that their doctors must examine them even to the 
careful inspection of the rectum. He presents a 
number of original thoughts, such for example, as 
having the smoker take half a glass of water when- 
ever he is tempted to take another smoke. The 
smoke, he thinks, is often taken because the smok- 
er has a dryness in his throat which the smoke 
tends to overcome. 

The book is written in simple language. It may 
advantageously be placed in patients’ hands for 
their guidance.—O. H. B. 





A HISTORICAL CHRONOLOGY OF TUBERCULOSIS. By Rich- 
ard M. Burke M. D.. State Veterans’ Hospital, Sulphur, Okla- 
homa. Cloth, 84 pages. Charles C. Thomas, Springfield, Illinois. 
Price $1.50. 


This little volume is a most concise and com- 
plete presentation, in outline form, of the story of 
tuberculosis from the period of 5000 B. C. to our 
own day, together with a graphic outline of the 
development of our knowledge of this disease. A 
swiftly moving panorama of the highlights and 
pertinent records of individuals, discoveries, and 
events contributing most greatly to the story is 
revealed. 

The writer has divided the history of tuberculo- 
sis into three periods. In the Ancient Period (5000 
B. C.-1600 A. D.) the contributions are limited 
largely to descriptions of the symptoms of phthisis. 
The Pre-Modern Period (1600 A. D.-1800 A. D.) 
deals with the efforts of physicians to gain more 
definite knowledge of the disease through the study 
of anatomy and physiology. The third or Modern 
Period (1800-19—) is divided into two parts, the 
first part dealing with the anatomico-pathological 
method of studying disease used by the French, 
and the cell theory and cellular pathology devel- 
oped by the Germans. The second part brings to 
a climax the rapid progress made in the 19th cen- 
tury; namely the discovery of the tubercle bacil- 
lus, the introduction of tuberculin, the use of arti- 
ficial pneumothorax in the treatment of pulmonary 
tuberculosis, the discovery of x-rays, the introduc- 
tion of the skin test, and concludes with a sum- 
mary of present day methods of treatment, stress- 
ing the importance of sanatorium care, and more 
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recently the use of surgery in the treatment of 
tuberculosis. 

There is also a splendid outline of the progress 
being made through organized groups toward the 
prevention and control of this disease. 

To anyone interested in tuberculosis this little 
book offers a wealth of information, and for one 
doing research work in this particular line, it 
should be of inestimable value since it deals with 
every phase of the disease and contains a name 
and subject index, making it possible to refer to 
any desired item immediately. Because the book 
records all major advances and discoveries relat- 
ing to general medicine and surgery, it should be 
of equal interest to the general practitioner.— 
R. B. H., Sr. 







THE PNEUMONIAS. By Hobart A. Reimann, M. D., Professor 
of Medicine, Jefferson Medical College, Philadelphia; Formerly 
Professor of Medicine, University of Minnesota; Formerly Asso- 
ciate Professor of Medicine, Peking Union Medical College, Pe- 
king, China. With a Forward by Rufus Cole. 381 pages with 
111 illustrations. Philadelphia and London: W. B. Saunders 
Company, 1938. Cloth, $5.50. net. 


The author became interested in the pneumonias 
while serving as a clinical assistant at the Rocke- 
feller Institute under the guidance of Rufus Cole. 
Later in China, in Minnesota and as professor of 
medicine at Jefferson Medical College, he has 
continued his studies of this important problem. 
His book is a concise, up-to-date presentation of 
the known facts regarding etiology, epidemiology, 
pathogenesis, diagnosis and treatment of the pneu- 
monias. 

Approximately one-half of the book is devoted 
to a thorough discussion of lobar pneumonia. Here, 
the importance of an etiological rather than a clin- 
ical or pathological classification of the disease is 
repeatedly stressed. 

Dr. Reimann states that “the time given to bac- 
teriologic tests to find the causative agent is of 
much more value than that spent in eliciting ab- 
normal physical signs in the lung during life, or in 
demonstrating pathological changes at necropsy.” 
Early diagnosis is essential so that type specific 
serum may be given as quickly as possible. 

The chapter on pathogenesis and pathology is 
especially well written. It reviews the work of 
Loeschke and Robertson and is illustrated with ex- 
cellent photomicrographs. Under symptomatology, 
the general and individual symptoms are consid- 
ered, as well as the response of the various systems 
to the infection. The value of roentgenography in 
early diagnosis and in confirmation of physical 
signs is shown by well chosen pictures which dem- 
onstrate the different stages of progress of the 
disease. 

The discussion of several types of lobar pneu- 
monia, as clinical entities summarizes the clinical 
findings in the more common varieties of pneu- 
moccus lobar pneumonia. Diagnosis depends on 
early collaboration of the clinician and the lab- 
oratory. The methods of collecting sputum, the 
technique of typing and the differential diagnosis 
are clearly outlined. 
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The chapter on treatment first considers general 
measures in detail and then gives clear and com- 
plete instructions for serum therapy. The indica- 
tions for the use of serum, the dosage, technique 
of administration, treatment of reactions and last- 
ly the causes of failure are minutely given. 

The second half of the book is devoted to the 
atypical pneumonias. The author prefers this 
term, originally suggested by Rufus Cole, to that 
of Bronchopnuemonia. The pneumococcus is found 
in pure culture or as the predominant bacterium 
in 25 to 30 per cent. of the cases of adult atypical 
pneumonia. Cocci, bacilli filtrable viruses, yeasts 
and molds are also causative factors in the order 
named. Lowered resistance due to various causes 
render the host susceptible in many instances to 
bacteria which are present in the system. About 
fifty varieties of atypical pneumonia are listed. 
The clinical pictures are vividly protrayed and 
treatment is thoroughly considered. 

The battle against pneumonia is being waged on 
many fronts with ever growing intensity. The re- 
search laboratories, hospitals, public health depart- 
ments and clinicians at the bedside are making 
progress in this fight. The literature on the sub- 
ject. is so voluminous, however, that the practi- 
tioner has difficulty in evaluating it and in keep- 
ing abreast of the many contributions. 

As the result of long experience with the disease, 
Dr. Reimann has been able to give us a clean-cut 
summary of the important work of the leading 
men in the field in addition to his own. This is a 
timely book and should be available to every physi- 
cian who attempts to treat pneumonia. We en- 
thusiastically endorse it as a safe guide-book on 
the subject. We hope that it will be kept as up-to- 
date as it is at the present time.—C. D. A. 


CANCER: With special reference to Cancer of the Breast. By 
R. J. Behan, M. D., The C. V. Mosby Company, St. Louis, 1938. 


A ponderous tome, with hundreds of pages de- 
voted to discussion of details that are better ex- 
plained in other books and which do not belong in 
a work such as this. By this is meant the techni- 
cal factors of radon production, x-ray physics, etc. 
The author has left no subject untouched. He dis- 
cusses in cancer therapy the uses of surgery, en- 
docrine products, radiation, sera, heat, cold, etc. 

For all practical purposes the book is about only 
cancer of the breast. Other locations of malig- 
nancy and their handling are little mentioned or 
rather difficult to ellicit. 

Both treatment and diagnosis are exhaustively 
treated. Surgery, general management, radiation 
are voluminously written. A full 100 pages are de- 
voted to etiology. Statistics! The book simply 
bubbles over with them. For one to use as a ref- 
erence book this one has the advantages of never 
being at a loss for something on the subject. How- 
ever, in order to follow any idea or detail to its end 
consultation of the bibliography would be neces- 
sary. The bibliography is good—and lengthy — 
D. von B. 
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SICKNESS INSURANCE IN EUROPE. By Mr. J. G. Crownhart, 
Secretary, State Medical Society of Wisconsin. Pp. 134. Illus- 
trated. $1.00. Cloth. Madison, Wis., Democrat Printing Co. 


The author has recently returned from a tour 
of the Old World made with the express purpose of 
investigating health insurance schemes abroad. 
The book is packed with interesting facts regard- 
ing the mechanism of the various health schemes 
now in operation throughout most of Europe. Any- 
one who finds it necessary to speak or write con- 
cerning health insurance in any of its forms should 
possess this small volume. Evidently the author 
landed in Europe with no preconceived conclusions 
about health insurance. He received much help 
from various official quarters during the course 
of his survey. Out of this has come an objectively 
written report which is highly pertinent to the 
controversial topic of health insurance that so 
engages our attention today. iOne’s words on this 
subject should ring with more authority after the 
study of this valuable little book.—_S. 





EDUCATION A MAJOR NEED IN 
ADEQUATE MEDICAL CARE 


HERBERT L. LOMBARD, Boston (Journal A. M. 
A., Nov. 5, 1938),- believes that adequate care for 
the sick presupposes the existence and the use of 
adequate facilities. Both economics and education 
are integral parts of the problem of adequate med- 
ical care. If the economic structure of society were 
such that all could afford adequate service, many 
would not get it through lack of proper informa- 
tion. The individual must be able to recognize the 
need of seeking service, he must avail himself of 
the resources available. Disease is of two types, the 
acute and the chronic. In the survey of chronic dis- 
eases conducted by the Massachusetts Department 
of Public Health in 1930, records were obtained 
from 15,000 persons over the age of 40. Of this 
number 4,337 (28.9 per cent) admitted having one 


or more chronic diseases. Of the sick, 63.7 per cent 
were under the care of physicians, 2.3 per cent were 
cared for by the various cults and 33.9 per cent had 
either self-administered treatment or no treat- 
ment. Subdivided according to economic status, 
those with a comfortable income employed physi- 
cians in 80.5 per cent of the cases, those with a high 
moderate income in 63.2 per cent and the poor in 
moderate income in 69.7 per cent, those with a low 
58.6 per cent. The persons who had had no care 
during the preceding year were questioned as to 
their reasons. If the figures for the reasons “felt 
condition not serious,” “felt physician could not 
help,” “fear” and “no faith in physicians’ measure 
the need for education approximately 80 per cent 
of the persons who did not employ a physician dur- 
ing the past year required education. If the reasons 
for delay are applied to the sick who needed physi- 
cians (3,266), the rates indicate that economic fac- 
tors are not as important as education. The need 
for a better informed public at all economic levels 
is indicated. Among the poor who had not em- 
ployed physicians, those who gave reasons which 
indicated a need for education were twice as many 
as those who furnished economic reasons. As con- 
firmatory evidence, the ten year experience in the 
Massachusetts cancer clinics is cited. The experi- 
ence in Massachusetts demonstrates most con- 
clusively that the keynote of cancer control is edu- 
cation. 
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GEORGE TURNER, M. D. 


Under Suspicion! 


Cancer is often present in lesions that seem 
benign. Every lesion about which there is any 
question is under suspicion until malignancy is 


definitely disproved. 


Biopsy and competent pathological exam- 
ination are the only methods of early diagnosis 


of cancer. 


Early diagnosis, plus intensive and ration- 
al therapy still offer the cancer patient his 
greatest, and often his only chance of cure. 


Specimen containers in mailing tubes sent 
anywhere cheerfully upon request. Results by 
wire (at our expense) to avoid delay. 


Turner’s Clinical & X-Ray Laboratories 


FIRST NATIONAL BANK BUILDING 
EL PASO, TEXAS 
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CHILLING OF THE BODY SURFACES: ITS 
RELATIONSHIP TO AURAL AND 
SINUS INFECTIONS 


H. MARSHALL TAYLOR and LUCIEN Y. DY- 
RENFORTH, Jacksonville, Fla. (Journal A. M. A., 
Nov. 5, 1938), declare that cold water has a verit- 
able appetite for heat. Since the ratio of con- 
ductivity of water to air is 27 to 1, it follows that 
water takes heat from the body twenty-seven times 
faster than does air. The lack of a compensating 
mechanism for the maintenance of an average nor- 
mal temperature in any medium colder than his 
normal surroundings is conspicuous in man. This 
tendency to rapid loss of heat owing to physical 
conditions that promote such loss forms the basis 
for this study. Its practical application relates to 
the ordinary causes of the common cold, in par- 
ticular bodily immersion such as swimming and 
bathing, and also exposure to excessive cooling by 
drafts, from damp clothing and the like. Bacteria 
are normally and constantly present in the upper 
part of the respiratory passages, but they may mul- 
tiply to pathologic proportion in the person whose 
resistance is lowered. Kuntz made clear the inter- 
relation of the innervation of the peripheral blood 
vessels and the mucous membranes. This auto- 
nomic control of vasoconstriction and vasodilation 
forms the basis of the physiologic balance between 
the splanchnic and the peripheral areas. Thus, 
when stimulation by cooling results in peripheral 
ischemia, the mucous membranes undergo a sim- 
ilar experience; prolongation of this condition 
serves to throw out of balance the nicety of inte- 
gration existing under normal metabolic phases 
and accounts for the ability of ordinarily avirulent 
organisms to overcome the obstacles of tissue im- 
munity at the portals of entry. During exposure 
peripheral vasoconstriction is prevented by muscu- 
lar activity,, and it follows that infection is. there- 
fore less likely to occur. In an experiment with 
three healthy and mature guinea pigs it was found 
that chilling without exercise produces a leukopenia 
of the ploymorphonuclear neutrophilic type. The 
phagocytic powers of the blood cells are definitely 
diminished. This observation was further sustained 
by the death of one of the animals within twenty- 
four hours, and at necropsy the presence of bron- 
chopneumonia was noted. In each of the three an- 
imals a second exposure to cold caused an even 
more decided leukopenia. One of the immediate re- 
sults of these changes is the predisposition to in- 
fections of the upper part of the respiratory tract, 
the paranasal sinuses, the eustachian tubes and the 
middle ear. 





THE DIAGNOSIS AND TREATMENT OF 
WOUNDS OF THE HEART: REVIEW 
OF TWENTY-TWO CASES 


Wounds of the heart demand early diagnosis and 
operation, for delay is rapidly fatal. Every attempt 
at accurate diagnosis should be made before opera- 
tion, since exposure of the heart is in itself haz- 
ardous. DANIEL C. ELKIN, Atlanta, Ga. (Journal 
A. M. A., Nov. 5, 1938), presents a review of twenty- 
two cases in which operation was performed. 
Symptoms are due to tamponade and loss of blood. 
The former is of great importance because of tine 
narrow margin of safety under which the heart 
works. A rapid change in the pressure relationships 
of the heart affects its filling and emptying and 
thereby leads to cerebral anemia and death. A low- 
ered or falling arterial pressure, a high or rising 
venous pressure and the absence of cardiac pulsa- 
tions by fluoroscopic examination make the diag- 
nosis of tamponade practically certain. In the cas- 
es presented the diagnosis was made before opera- 
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tion in each instance. No patient was needlessly 
subjected to operation. After a diagnosis is estab- 
lished, immediate operation should be carried out. 
Danger of infection and the frequent deaths from 
this cause demand the most meticulous care in the 
preparation and the carrying out of the operation 
under a rigid aseptic technic. However, no time 
should be wasted, and for this reason the operat- 
ing room should be set up as soon as the presence 
of a cardiac wound is suspected. The immediate 
prognosis depends largely on the interval between 
injury and operation. It likewise depends on the 
character and extent of the injury; a bullet usual- 
ly causes two wounds, with greater hemorrhage 
and loss of tissue. The postoperative prognosis is 
dependent on infection, purulent pericarditis and 
pneumonia. All except three patients survived the 
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operation but died from complications in periods 
ranging from one to fourteen days. Of the twenty- 
two patients, eleven died and eleven recovered. The 
location of the wound is of prognostic importance. 
Wounds of the auricles and of the intrapericardial 
portion of the aorta and pulmonary artery are more 
hazardous because of the difficulties of suturing 
these thin-walled structures. Wounds of the right 
ventricle offer a better prognosis. 





In June, 1886, Reginald H. Fitz, of Boston, read 
an essay at the inaugural meeting of the Associa- 
tion of American Physicians entitled “Inflamma- 
tion of the Vermiform Appendix.” This masterly 
essay focused the attention of medical men upon 
appendicitis. It is an index of Fitz’s thoroughness 
that he makes fifty-eight citations from the litera- 
ture in this article. A. L. Loomis at the same meet- 
ing called the essay a “positive paper.’’ In closing 
the discussion Fitz uttered a statement that sounds 
strange to modern ears: “So impressed have I been 
with the obscurity of the signs of incipient inflam- 
mation of the appendix that no attempt has been 
made to consider the process until there was evi- 
dence that perforation had taken place.” But it 
was not long until through the work of Charles 
McBurney, John B. Murphy, John B. Deaver, 
Maurice H. Richardson and others, America led 
the world in the diagnosis and treatment of ap- 
pendicitis—-Shattuck Lecture, N. E. J. Med. Vol. 
219, No. 16. 





Leading California medical men are in charge of 
free lectures by renowned speakers from all parts 
of the world to be given in a popular series at the 
1939 Golden Gate International Exposition. 





SCRAPS 


THE SOUTHWESTERN AT EL PASO 

Tuesday night and Bahn of New Orleans steps 
off the great American Airliner as jaunty as a Brit- 
ish admiral . . . so next day to see Carlsbad Cav- 
erns with the Vandeveres .. . Bob Homan of El 
Paso, busting a fiddle string getting the exhibits 
in place . .. Black of El Paso, proudly introducing 
Casparis of Nashville . . . Walsh of Douglas early 
in Wednesday night . . . Randolph of Phoenix in 
fine fettle . . . Caldwell of Dallas, anxious for a 
night’s sleep . . . Egbert of El Paso, dignifying the 
job of secretary .. . Haire of Hobbs, N. M., declin- 
ing to part with his elegant new suit via the gal- 
loping dominoes . . . McNealy of Chicago, tired 
from the long journey . . . Marshall of Roswell ask- 
ing about Juarez .. . Steve Schuster of El Paso, up 
bright and early . . . photographers and reporters 
here and there .. . Peters of Albuquerque, retiring 
prexy ... Barton of Santa Fe warm in his greet- 
ing . . . wondrous array of hobbies pursued by the 
brethren .. . Biddle of Tucson hale and hearty ... 
Leslie Smith of El Paso, a grand host . . . Maury 
of Tucson wondering if the nose and throat gen- 
tlemen are to be left out . . . Hamer of Phoenix in 
perfect fall array . . . Swackhamer of Superior 
who has grown up with the Southwestern .. . Col. 
Brown and Capt. Calloway of the Army... Flynn 
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of Phoenix and his black mustachio . . . Turner of 
El Paso as host for E. P. County Society at the 
story hour Thursday night .. . Bahn of New Or- 
leans, Juarez-bound for gifts to the family he left 
behind him . . . Safford of El Paso happy over the 
reception of his hard work on the program .. . Mi- 
kell of Tucson, the ENT man... largest and most 
elaborate commercial exhibits in the 24 year his- 
tory of the S. W. Med... . neat rows of badge rib- 
bons at the registration desk, soon all in disar- 
ray ... Cantrell of Gallup with great plans for the 
N. M. State meet in his home town come Spring 

. . Warner Watkins of Phoenix, recalling olden 
days. .. the crowd up from Old Mexico, under 
the wings of Gorman and Jumper of E. P.... 
Randolph presiding over committee meeting too 
early Saturday a.m... . the square dancers in a 
jumping dither at the Friday night dinner . . the 
beautiful table decorations by the E. P. ladies .. . 
Rosser of Dallas meeting an old school mate from 
Texas U. ... Rynearson of Rochester, whose wise 
cracks said something .. .McNealy of Chicago, 
who would rather do his own sticking . . . Leake 
of San Francisco, a “precious pet” to one of the 
females . . Gaddy of El Paso, listening hard .. . 
Cone of Silver City, off to the football game 
. . . Hamer of Phoenix, very graceful in closing 


the final session ... plans and plots ... the 
greatest registration in the history of S. W. Medi- 
cal ... so another gathering of the clan has 


ended! 








The 


Florence Crittenton Home 
of Phoenix 


1022 E. GARFIELD ST. 
PHOENIX, ARIZONA 
Phone 3-9609 


A Protestant Christian home for the pro- 
tection and rehabilitation of the unmar- 
ried mother. Discipline is parental, and 
family atmosphere prevails. Nurses un- 
der ethical physicians’ directions main- 
tain standards for the protection of all 
in the institution. You are invited to 
examine our equipment to familiarize 
yourself with practices and routine. 
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GYNAECOLOGY, PROCTOLOGY DISEASES OF THE CHEST 
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H. G. WILLIAMS, M.D. LESLIE B. SMITH, M.D. 
DISEASES OF CHILDREN 

WILLIAM F. SCHOFFMAN. M.D. 
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New Oil-Immersed Shockproof 
Bedside Unit 


—tThis latest achievement by Keleket 
ideally fulfills the modern requirements 
for bedside work, as a full range auxiliary 
unit in the main laboratory, or as a mobile 
X-Ray apparatus in the Emergency Re- 
ceiving Room. 


Its shockproof head may be positioned in 
actual contact with patient If necessary, 
permitting radiography at the most dif- 
ficult angles. 


Its extreme lightness in weight, due to 
ingenious elimination of heavy counter- 
weights assures greater ease in handling. 
Your inspection of this modern, depend- 
able and high capacity unit is invited— 


Call or write your Authorized Keleket 
Agents. 
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Drs. Faris, Hayden and Lindberg 


15 South Stone Avenue 
Tucson, Arizona 
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Special attention to Diagnosis and Treatment of Cancer 


and Allied Diseases 
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Special attention given to pre- 
paring boys for College En- 
- trance Examinations. 

All regular preparatory school 
subjects are available. Individ- 
ual instructions given to boys 
to suit their particular needs. 


BOARD OF TRUSTEES 
The Rt. Reverend Walter Mitchell, 
Joseph M. Greer, M.D. 
Delamere F. Harbridge, M.D. 


Swimming pool, polo and ath- 
letic field, tennis and basket- 
ball courts, billiard room, horse- 
back riding, golf. Week-end 
camp trips are particularly 
popular. 


Address communications to 


LIONEL F. 


D. D. 


BRADY, or JOSEPH B. FIELD, 
Head Masters. 
MESA, ARIZONA 
PHONE 220W 
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MERCUROCHROME 
(dibrom-oxymercuri-fluorescein-sodium) 
<> is a background of 
Precise manufacturing methods in- 
suring uniformity 





Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the E D U ¢ A T 0 N 
Council of Pharmacy and Chem- 
eer” istry of the American Medical 
Association Physicians who teach correct bowel manage- 


A booklet summarizing the impor- ment to their — “= PN the 
tant reports on Mercurochrome and value of the new ‘Habit Time” booklet as a 
describing its various uses will be means of impressing patients with the impor- 
sent to physicians on request. tance of bowel regularity. 


Hynson, Westcott & Dunning, Inc. “Habit Time,‘ written for doctors’ patients 
aiem BALTIMORE, MARYLAND tert in a clear, interesting style, embraces a dis- 











cussion on diet, exercise and bowel regular- 


| 6 ,000 ity, in addition to a simple explanation of the 


functions of digestion. 


e \ 
e t L ica | Stnes"ioi2 “Habit Time,’’ illustrated by Tom Jones, 
celebrated anatomical artist, has been re- 


pra ctitioners viewed and found satisfactory by the Council 


on Pharmacy and Chemistry of the American 
carry more than 50,000 policies in Medical Association. It is offered, free, by 
these Associations whose member- ‘ 

ship is strictly limited to Physcians, Petrolagar as an aid to doctors. 
Surgeons and Dentists. These Doc- 
tors save approximately 50% in the 
cost of their health and accident 
insurance. 


$1,500,000 Assets | Sritiscitsrene: 
é in a menstruum to make 100 cc. 


Send for sp- $200,000 Deposited — 
m em be rship with the State of Nebraska f 
Associations. {for the protection of our members 


residing in every State in the U.S.A. 


moameenmmens Poirolagar | 
“=| 








Petrolagar Laboratories, Inc. e Chicago, Ill. 

















PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Buiding 


Since 1902 OMAHA - - - - NEBRASKA 
We have never been, nor are we now, affiliated with any 
other insurance organization. 











Please mention SOUTHWESTERN MEDICINE when answering advertisements. 





December, 1938 SOUTHWESTERN MEDICINE 








CAMPBELL’S 
Blue Ribbon Bakery 
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milk go into our bakery products. 


Synthetic, “make believe” ingredients do not find favor here. 
Doctors are invited to inspect our work rooms at any time, without notice. 


Satisfaction is assured, if you ask your grocer for Campbell’s Blue Ribbon Bakery 
products. 


BLUE RIBBON BAKERY 


Alex. J. Campbell, Proprietor 
1610 West Jefferson Phoenix Phone 38-5928 
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